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SOME AFFECTIONS OF THE LIPS, MOUTH AND TONGUE, 
AS SEEN BY THE DERMATOLOGIST. 
BY WILLIAM S, GOTTHEIL, M.D., NEW YORK 
(Serial Paper—First Part) 
I propose in the following to record some of the more unusual 
affections of the buccal cavity that I have seen during the last few 
years. Many skin and venereal affections show manifestations on 


the lips, tongue, tonsils, pharynx and general mucosa of the mouth 


and the dermatologist and syphilographer see them frequently ; and 


not a few of the more serious dermal affections have their first 
manifestations in these regions. The cases are taken from private 
practice, as well as from my hospital and ambulant services; and as 
the affections in many instances are regarded by the laity as re- 
proachful, it has been necessary to so arrange the illustrations 
as to render the pictures unrecognizable. This detracts, of course, 
greatly from their appearanee. 

Case 1. Cellulitis of the lip, diagnosed as chancre (Figure 1) 
—This patient was an elderly woman who was sent to my clinic by 
her physician with a probable diagnosis of chancre, though as the 
note that she brought with her said, there was no history of infection 
in her family, nor any reason to suspect the patient. Now it cannot 
be too often and too forcibly insisted on that if there are any factors 
in the diagnosis of lues that are doubtful and misleading, they are 
the family and personal histories. In fact, it is a question in my 
mind whether they are not more often a hindrance than a help 
in arriving at a right conclusion. Not only is there the natural and 
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almost excusable tendency to falsification in regard to diseases that 
are regarded as disgraceful, and are often contracted under non- 
avowable circumstances ; but infection often occurs quite innocently 
and quite unwittingly, and the symptoms are often so slight that 
patients are telling the truth when they deny all knowledge of it. | 
never even inquire into the history of a suspected venereal lesion 
till after I have made the diagnosis, and often not then; and I regard 
the information elicited, whilst satisfactory if confirmative, as of 
very little value indeed if opposed to the objective evidences. 

The patient showed a circumscribed swelling of the left upper lip 
that fully justified the provisional diagnosis of an initial lesion. It 
was moderately hard all over ; and in its external and most prominent 
portion there was a more localized induration that was suspicious, 
though not characteristic. The tumor involved the entire thickness 
of the lip; it was brownish-pink in color, not tender, and .sharply 
limited, and there was a doughy swelling of the submaxillary gland 
on that side. The tumor had been present about two weeks; it had 
begun at the point that was now its most prominent part, and there 
were absolutely no other than the local symptoms. 

‘he treatment to be pursued would of course be entirely depend- 
ent on the diagnosis, and in considering that certain things could be 
at once excluded. Malignant disease, coming naturally to mind in 
a patient of rather.advanced age, was disposed of by the absence of 
pain and ulceration, and the short duration of the affection. A 
gumma of the lip was more likely; but this would almost certainly 
have broken down before it reached such a size, and it would not 
have grown so rapidly; and the absence of all luetic stigmata else- 
where in the patient confirmed me in rejecting this diagnosis. 
The possibility of its being an initial lesion was less easily disposed 
of. But the induration was not quite wooden enough, and though 
fairly circumscribed, was not quite as sharply limited as we expect to 
see it in the loose tissue of the lip. The absence of surface erosion 
was also against this diagnosis; for though the chancre is always 
essentially a tumor, and ulceration is always a mere epiphenomenon, 
the tendency to surface growth in this affection is so great, and the 
chances of superficial traumatism in this location is so great, that 
some breaking down would be almost inevitable. The condition 
of the adjacent lymph glands was entirely indecisive, since in elderly 
people the adenopathy accompanying the initial lesion often lacks 
the characteristic hardness, and is indistinguishable from that due 
to other infections. On the whole, therefore, I was able to decide 
against a chancre. 
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litis, a simple deep 


seated pus infection, with the unusual features in this location 


There remained then the diagnosis of a cellu 


of sharp limitation, hardness instead of doughiness, no history 
of infection or visible point of entrance of the virus, and no consti 
tutional symptoms. This was finally my diagnosis and the result 
confirmed its correctness. In a few days the center of the mass 
began to soften a little, and a free incision and drainage was all 
that was required to effect a cure. 

Case 2. Ocedematous chancre of the lip, resembling a ce 
(Figure 2). —This case for which I am indebted to the kindness of 
Dr. I. P. Oberndorfer, of this city, and which was shown at the Man 
hattan Dermatological Society last winter, is of interest in conne« 
tion with Case 1 They show marked superficial resemblances 


one another. 


The patient was a young man who had had a slowly growing 
tumor of the lip for three weeks. The entire external three-fourths 


1 


of the lower lip was tumified and projecting. Over the center 
the mass was a small round crusted excoriation here was a sus 
picious, though not quite characteristic hardness in the centra 
area of the mass and under the excoriation, and surrounding this 
was a softer, more oedematous infiltration that involved most of 
the lower lip. The submaxillary gland on the right side was very 
large and hard, but painless ; it is distinctly visible in the photograph 
The points of distinction from a simple cellulitis were the extensive 
wooden and painless involvement of the neighboring gland, the 


painless and eroded central induration of the tumor, and the general 
appearance of the lesion. Though there were absolutely no other 
signs of lues present at the time, the diagnosis of chancre could be 
made with reasonable certainty. The event proved the correctness 
of the diagnosis, since the patient, during the short time that he 
remained under Dr. Oberndorfer’s observation after that, showed 
unmistakable corroborative evidences of systemic infection. 

Case 3. Gumma of the lip (Figure 3).—The patient was a vig- 
orous healthy man of 31, sent to me by his physician on account of 
an exulcerated tumor of the lower lip that had been piresent for five 
months It had begun as a small nodule on the lower part of the left 
lip, near the vermillion border. It had steadily increased in size, and 
at times, especially under the treatment that had been instituted, it 
had broken down to heal up again superficially under milder local 


applications. Among other things chemical cauterization had been 
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used. Whilst no definite diagnosis had been made by the attendant, 
there had been no thought of its being luetic for, as the doctor told 
me, the patient denied all venereal history, had been perfectly 
aealthy otherwise, had been married for a number of years to a per- 
fectly healthy wife, and had several blooming children. The chief 
fact, however, that to the attendant’s mind excluded lues entirely 
was that there was no history of abortions on the part of his wife 


during his early married life. 


Now I do not deny the possible value of a history of repeated 
abortions, otherwise inexplicable, as an indication of syphilitic 
infection. But like the personal history of the patient, it is corrobo- 
rative evidence only, and has a positive but not a negative value. 
There are other causes besides syphilis for repeated miscarriages. 
\nd they may not occur even when the father is undoubtedly 
syphilitic. There is comparatively little likelihood of their appear- 
ance when the paternal infection is an old one, or when it has been 
vigorously treated. On the other hand the personal manifestations 
of tertiary syphilis may occur at any time post infectwm; and whilst 
appropriate treatment during the active stages of the disease is our 
best safeguard against their occurrence, it is unfortunately by no 


means an absolute guarantee against them. 


Here again, therefore, it was necessary to make a diagnosis from 
the objective symptoms alone, and to recognize the fact that this 
might be corroborated, but could not be upset by the history. The 
entire left half of the lower lip was swollen, and in the center of the 
mass was a deep, ragged, oval ulceration three-quarters of an inch 
in size. There was no cartilaginous hardness to the base and mar- 
gins of this ulcer; the tissues in which it was situated were moder- 
ately consolidated, not very skarply limited and felt rather like an 
inflammatory induration than a distinct tumor formation. The 
submaxillary glands showed only the doughy tumefaction and 
slight tenderness incidental to lymphatic absorption from any ul- 
cerative lesion. There was absolutely no mark anywhere on the 
patient’s body of past or present lues. 

The differential diagnosis in this case was evidently between 
three conditions. The growth might be an exulcerated sclerosis, 
a broken down gumma or a carcinoma. The possibility of its being 
the first of these, a sclerosis or initial lesion was soon disposed of. 
The general appearance of the lesion, and especially the deep ulcer- 


ation and the absence of characteristic induration, the non-appearance 
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Fig. 3. Gumma of the Lip. 
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of other syphilitic symptoms in the glands, skin and mucosa, was 
entirely against it; the persistence of the lesion for five months 
was confirmatory of this opinion. The differentiation as between 
carcinoma and gumma was more difficult. Against carcinoma 
was the entire absence of pain and of the cartilaginous border and 


1 


base that that tumor would almost positively have in the lip, the 
non-involvement of the cervical lymphatics, and to some extent 
the age of the patient. On the other hand the entire appearanc« 
and course of the lesion was that of a tertiary syphilitic infiltration 
and so I told the patient. Of course, he was astounded, maintained 
that it was impossible, that he had never had syphilis and the like 
It took much labor to convince him that infection might have been 
acquired innocently, and without his knowledge 

He was given his first intramuscular injection of 6 drops of the 
10% salicylate of mercury-albolene suspension that I employ on 
December 28th, 1904, and was put on 15 drops of a saturated( 100% ) 
potassic iodide solution t. i. d., to be increased 3 drops at each dose 
On January 5th, only one week later, he admitted, as was very 
evident to me, that the ulcer was cleaner and smaller. He was given 
another 6-drop injection, and was given up to 150 drops of the iodide 
solution daily. On January 11th, he got his third similar injectiot 
iodide 300 drops daily, which he stood very well. The ulcer was 
half its former size, and the swelling of the lip had diminished 
markedly. He was told not to increase the iodide dosage further, as 
it seemed unnecessary. On January 18th, he got his fourth injection, 
and on January 26th as the swelling was all gone and the ulcer al- 


qs af 


most healed, he was given only 4% drops, and the iodide was reduced 


: . 
ll and 


to 75 drops t. 1. d. By February 2nd, the lesion was entirely we 


that month, he 


1 1 
} 


on that date, as well as on the oth, 16th and 23rd of 
was given the small injections, the iodide by this time having been 
reduced to 15 drops t. i. d. 

There was thus a notable improvement in the patient’s condition 
in the very first week, and after a single intramuscular injection 
of the insoluble mercurial salt. The promptness and reliability of 


] 


his way, and 


action of the drug when administred in t no matter at 
what stage in the luetic disease, is one of the many advantages of 
the treatment. As I have elsewhere described the method at length, 
[I shall content myself here with the statement that I firmly believe 
that it is the routine method that should be employed in the great 
majority of all the cases of syphilitic, heredo-syphilitic and para- 


syphilitic disease, and I believe that this is rapidly coming to be th« 
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opinion of all those who busy themselves especially with the malady. 
In this case, in two weeks and after two injections, the lesion had 
diminished one-half in size, and in four weeks and with five injections 
it was cured. 

Of course the patient was informed of the necessity for prolonged 
treatment of his unsuspected and neglected infection, but like so 
many others he became careless when relieved of his present difficul- 
ties, and after the 9th injection I saw him no more. He had in all 
43 drops of the salicylate suspension injected, being 4.3 grains of 
the salicylate of mercury, equalling about 2 grains of metallic mer- 
cury. And he had taken altogether 6500 grains of iodide of potas- 


sium. 
144 W. 48th St. 


(To be Continued. ) 


Oedematous Swelling in Acute Septic Inflammations of the Neck 
and Throat, Dispersed by Adrenalin Chloride.—T. R. Frencu 
(Brooklyn).—Brooklyn Med. Journ., February 1905. 

The beneficial effects of Adrenalin Chloride solution were ob- 
served in a case of septic inflammation of the throat in a male 
patient. A I to 5,000 solution was applied every two hours during 
the night and day, to an cedematus uvula. The swelling disappeared 
by the next day, though a high-grade inflammation still existed. This 
treatment was stopped for the day, but on the following day difficulty 
in swallowing, laryngeal stridor and labored respiration appeared. 
The left side of the neck was considerably swollen and on: palpation 
was found to be exquisitely tender. On laryngoscopic examination 
marked oedema of the epiglottis, arytenoid cartilages and ary-epi- 
glottic folds were observed. Nothing abnormal was found in the 
urine. 

The treatment consisted of free application every hour of a 1 to 
5,000 solution of adrenalin chloride, by means of a cotton-wrapped 
laryngeal applicator. After the fifth application, the laryngeal stridor 
had disappeared. On the seventh day the cedema had nearly dis- 
appeared from the cavity of the. larynx, without the formation of 
pus. The author remarks that the same treatment has acted very 


iappily in about a dozen cases of a similar nature. 


LEDERMAN. 














SOUNDS FOR THE EUSTACHIAN TUBE. 
BY SIDNEY YANKAUER, M.D., NEW YORK. 


The special features of these instruments lie in the material 
of which they are made, in their shape, in the markings by which the 
distance they are introduced can be measured, and in the special 
methods of treatment which these advantages enable us to adopt. 

They are made of a strand of catgut, surrounded by an elastic 
resinous substance which resists the action of boiling water, so that 
they can be sterilized. This covering is soft and smooth. and the 
sound is very flexible, so that it follows the curves of the Eustachian 
tube with greater ease and consequently with less pain than the 
usual form of bougie. 

The sounds are of uniform calibre throughout except at the tip, 
which is tapered to such a degree that the tip of each sound is slight- 
ly smaller than the shank of the next smaller size. They differ 
from the ordinary bougie in that-the bulbous extremity is absent 
The latter is useless for the purpose of dilatation, for if a stricture 
will permit the large diameter of the bulb of the ordinary olive- 
pointed bougie to pass through it, the narrow shank of the instru- 
ment can not cause dilatation. The relation between the shape 
of these sounds and that of the ordinary olive-pointed bougies is the 
same as that between the urethral sounds and the bougie a Boule, 
and for this reason I prefer to call these instruments sounds and 
not bougies. 

In order to measure the distance to which the sound is intro- 
duced, a scale has been provided. As the instruments are so small 
that a numerical scale can not be used, a series of black marks and 
spaces, arranged in an arbitrary manner, has been employed. When 
the sound has been inserted into the catheter as far as the beginning 
of the first black mark, the tip of the sound will be flush with the end 
of the catheter. This first mark is lomm. long. The second mark 
begins at 20mm., and ends at 25mm., the usual position of the 
isthmus. Beyond the point denoting the isthmus there are three 
black marks each 2mm. long, separated by spaces of 2mm. Before 
taking a reading of the position of the sound, it is necessary to make 


* Read before the Section on Otology of the New York Academy of Medicine, March 
8, 1906. 
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sure that the end of the catheter lies against the orifice of the tube. 
This can be done by holding the sound firmly with one hand, and 
moving the catheter along the sound with the other until the end is 
felt to impinge against the tube. 

In using the sounds for diagnostic purposes, the thickest one 
is passed first. As soon as one is found which passes the stricture, 
or which passes the normal resistance at the isthmus, it is advanced 
beyond the 25mm. mark with great caution, one or two mm. at a 
time, the drum being inspected after each advance, to watch for the 
appearance of the sound in the tympanum. This is indicated by 
a bright pink dot or mark protruding from the anterior margin of 
the drum and peinting towards the short process. The distance 
to which it has been introduced is indicated by the scale, and by this 
means the sound can always be re-introduced to exactly the same 
distance. 











When a sound has been passed through a stricture, it is allowed 
to remain in situ for five minutes, when it will be found to lie loose- 
ly in the tube. It is then withdrawn and a larger size passed, if 
necessary using force to overcome resistance. The amount of force 
that can be used with these instruments is limited by their flexibility, 
and is not sufficient to cause injury to the lining of the tube. The 
second sound is allowed to remain in situ five minutes, and if possi- 
ble a third may be passed at the same sitting. This procedure may 
be repeated daily until the largest sound passes without resistance. 
The intervals are then lengthened until the sounds are passed once 
in a week or two weeks. As long as the stricture remains patent 
during this interval, no other treatment of the tube is necessary. 


In one case following scarlatinal otitis, in which.the tube was 


constricted at three places to such a degree that the smallest sound 














YANKAUER: SOUNDS FOR EUSTACHIAN TUBI 


2 
vi 
~ 


only could be passed at first, one or two sounds were passed daily 
for more than two months. At the end of this time the largest 
sound could be passed without resistance, and at the end of four 
months the intervals of treatment were lengthened to ten days. No 
treatment of any kind was used during the intervals. The hearing 
was improved from whisper close to the ear to whisper at 15 feet. 

In another case, an old syphilitic, with a stricture at the tympanic 
orifice, in whom the sounds were passed every other day, it took 
about three months to dilate the stricture from No. 1 to No. 4. 

In several more recent cases, where the stricture was probably 
due to an unorganized exudation in the mucous membrane of the 
tube, it was possible to dilate from No. 1 to No. 4 in one sitting. 

On account of the softness, smoothness and flexibility of these 
sounds they have never caused irritation of the tube in any of the 
cases, in spite of the frequent and rather energetic sounding. 

The instruments were made for me by Messrs. Tiemann & Co., of 
this city. They are supplied in a set of five sounds, with a catheter 
of proper length. 


616 Madison Ave. 


Primary Diphtheria of the Pharyngeal Tonsil.—Rocaz (Bor 
deaux:)—Cong. tranc. de méd., Paris, Oct. 24-28, 1904. 

It frequently happens in the course of a severe attack of throat 
diphtheria that the pharyngeal tonsil is secondarily involved. In 
adition to these cases, however, there exists, although much more 
rarely, cases in which the primary localization of the Loeffler bacillus 
is on the pharyngeal tonsil, and there exists therefore a real diph- 
theritic adenoiditis. .The symptology is somewhat restricted : a sense 
of chilliness, vague or auricular pains, adenopathy. The diagnosis 
is made either with the rhinoscopic mirror, or a microscopic exam- 
ination is made for the bacillus, the culture being made from the 
posterior part of the nasal cavity. This form of diphtheria is usually 
very severe, and there is apt to be recurrence on account of the 
difficulty of the diagnosis. The treatment is by means of the anti- 
toxin and local applications. 


W. SCHEPPEGRELL 











A CONTRIBUTION TO THE STUDY OF TUBERCULOSIS OF 
THE TONSILS.* 


BY GEORGE BACON WOOD, M.D., PHILADELPHIA. 


In the conclusion of a paper read at the Atlantic City Meeting of 
American Medical Association in 1904, I said, “The tonsillar tissue 
of the throat, because of its peculiar anatomic construction and 
its topographic relations, is more liable to become infected by tuber- 
culosis than is any other part of the upper respiratory tract.” I 
still feel that this is true, and that the frequency of tuberculous in- 
fection of the tonsil is not realized by the general practitioner. 

Stohr was probably the first to call attention to the peculiar 
dehiscences which exist in the cryptal epithelium of the tonsils. 
While I cannot agree with his theory that these spaces in the 
epithelium are due to the out wandering of leucocytes, there can be 
no question but that the protective properties of the epithelium are 
greatly lessened by this peculiar epithelial disintegration. Theo- 
retically, it would seem that minute foreign bodies and under certain 
conditions, micro-organisms could gain access .to the  sub- 
epithelial strata. This ease of entrance is due in part to the separa- 
tion of the epithelial cells, but also to the fact that the disappearance 
of a basement membrane and sub-epithelial tissue brings the epithe- 
lial cells themselves into direct relation with the parenchyma 
of the organ. The work of Goodale, Hendelsohn, Kayser and 
also Piera has demonstrated that this penetration of foreign 
bodies and bacteria through the cryptal epithelium is an 
assured fact. Dmochowsky found tubercle bacilli in the act of pene- 
trating through the epithelial cells of the crypts and especially 
where the dehiscences were marked. In a series of experiments 
on hogs, published in the paper above referred to, I showed that 
tubercle bacilli of a virulent nature easily infect the tonsillar tissue 
and invade these tissues in preference to other portions of the 
throat. : 

\fter publication of this article, I made further experiments, 
endeavoring to determine whether the tonsil will permit tubercle 


* Read at the meeting of the Eastern Section of the American Laryngological, Rhino 


logical and Otological Society, at Syracuse, N. Y., February 10, 1906. 


354 














WOOD : TUBERCULOSIS OF TONSILS 355 


bacilli to pass through it without showing evidence of pathological 
lesion. Unfortunately the majority of these experiments were 
failures, because the guinea pigs inoculated with the tonsillar lymph 
glands died before sufficient time had elapsed for the tuberculous 
process to develop. 

One of the experiments however, which were carried out at the 
Laboratory of the State Live-stock Sanitary Board of Pennsylvania 
was successful and demonstrated that, under certain circumstances, 
an apparently healthy tonsil does not prevent the passage of virulent 
tubercle bacilli through its substance, and thence into the efferent 
lymph vessels. 

\ small white hog was inoculated on November 28th with viru- 
lent tubercle bacilli by rubbing a cotton swab, saturated 
with the culture, over the surface of the faucial tonsils. The same 
procedure was repeated on November 29th. The animal was killed on 
December 2nd. 

The postmortem showed no enlargement of any lymph glands and 
the viscera were normal as far as could be ascertained by macro- 
scopic examination. The tongue, pharynx and all the organs of the 
neck were carefully removed in one piece and immersed in a 5 per 
cent carbolic acid solution for 15 minutes. Under strict aseptic 
precautions the tonsillar lymph gland was removed from each side 
of the neck, and ground up in a mortar with sterilized water. This 
mixture was injected into the peritoneal cavity of two guinea pigs. 

Guinea pig A. died December 30th apparently from an infection 
of bite-wounds on the back. The internal organs showed general 
signs of septic infection but no tuberculosis could be found. 

Guinea pig B. was killed on March oth, 1905. Postmortem ex- 
amination showed enlargement of the cervical lymph glands; en- 
largement and caseation of the bronchial glands and enlargement 
of the mesenteric glands. The lung contained numerous tubercles, 
some of which were caseous. The liver was friable, enlarged and 
dotted with a few tubercles. The spleen was very greatly enlarged 
and was infiltrated with numerous large tubercles. The momentum 
was thickened, nodular and greatly increased in size. Tubercle 
bacilli were found in the splenic nodules. 

There can be no doubt but that in this case we have an inocula- 
tion tuberculosis. The lesion in the omentum and peritoneal cavity 
was at the seat of the injection. The first guinea pig did not show 


tuberculosis probably because the animal died of other causes before 
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this tuberculous process had sufficiently developed to be recognized. 
The important fact to be gleaned from this experiment is that the 
tubercle bacilli passed through the tonsil to the lymphatic glands 
of the neck within 5 days after inoculation, in other words, even 
while in an apparently normal state, the tonsil was unable to filter 
out living tubercle bacilli. 

Theoretically, we can explain the entrance of inert foreign bodies 
into the parenchyma of the tonsil as due to the action of the faucial 
muscles and to the presence of a lymph current within the tonsil 
itself. During the act of swallowing the palatoglossal and palato- 
pharyngeal muscles must compress the tonsil and force the centrally 
lying bodies towards the periphery. If a particle has gained access to 
a crypt, it is pushed in an outward direction and finding no appre- 
ciable barrier in the differentiated epithelium of the crypt, enters 
the tonsillar parenchyma. The lymphoid current in the tonsil itself 
is produced by the manufacture of lymphoid cells in the germinating 
follicles. This current except for the occasional rupture of the 
cryptal epithelium tends to carry the lymphoid cells into the lymph 
radicles and thence through the lymph vessels of the connective 
tissue trabeculae into the tonsillar efferents. An inert foreign 
body causing no reaction in the tonsillar tissue passes along with 
the lymphoid cells until it is removed or destroyed by the phagocytic 
action of the more highly developed leucocytes. A-living micro- 
organism however, is probably destroyed as soon as it enters the 
sonsillar parenchyma, unless the dosage of the organism is sufficient 
to overcome the vital resistance of the tonsillar structure. The re- 
action which takes place upon the entrance of pathogenic germs, 
results from the peculiar relation which exists between the tissues 
and the toxins of the infecting germs. The great virulence of the 
streptococcic toxin causes necrosis and rapid death of the tissues 
The lessened virulence of the staphylococcus permits more re 
action, hence the out-pouring of leucocytes with the formation of 
pus. The tubercle bacillus produces a characteristic change, namel\ 
the formation of tubercles. 

The pathology of tuberculosis of the tonsils resembles tubercu- 
losis of the lymph glands slightly modified. The tonsillar tissue 
possesses a remarkable resistance to bacterial toxins and an ability 
to rapid recuperation. Bearing this fact in mind, the characteristic 
features of tubercles in the tonsils is easily understood. In those 
cases which I[ thought to be primary, the tubercles were discreet 


iV 


made up of epithelioid cells and giant cells but with very little or n 
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necrosis. The peripheral zone of small round cells was also absent 


or else could not be distinguished from the tonsillar tissue. The 
tubercle bacilli were very few and in the majority of the cases, they 
could not be demonstrated. In secondary tuberculosis of the tonsil 
due to auto-inoculation through the sputum, the lesions may show 
extensive necrosis and tend to become confluent, but as a rule, even 
with the vital resistance lessened as it is in phthisis pulmonalis, the 
tubercles are usually discreet and attended with very little necrosis. 
The ease, however, with which the tubercle germ may gain entrance 
to the tonsil, is shown by the fact that practically in every case of 
advanced tuberculosis of the lungs the tonsils are involved. 

In spite of the frequency of the infection, a demonstrable lesion 
f the tonsils during life is a very rare condition. When ulceration 
takes place, I believe that the destruction of the tonsillar substance 
s due to a mixed infection. Undoubtedly the tuberculous lesion 
lessens the ordinary resistance of the tonsil to bacterial invasion. 

Tuberculosis of the tonsil heals by fibrosis, and even in advanced 
disease, the tendency to the deposit of connective tissue around the 
tubercle can be very easily demonstrated. Staining with Mallory’s 
connective tissue stain brings out this feature very prominently 
The thickness and efficiency of this barrier of connective tissuc 
depends upon the chronicity of the lesion. I am inclined to believ 
that in certain cases of fibroid tonsils in which the deposit of connec- 
tive tissue is more or less limited to distinct areas and does not appar- 
ently originate from the trabeculae, the tisue is the scar of an old 
tubercular lesion. 

The lymphatic drainage from the faucial ‘tonsils, runs directl 
to a certain gland of the upper deep cervical group, which group is 
connected by efferents and afferents with practically all the lymph 
glands of the neck and head. The tonsillar lymp 
situated just below the posterior belly of the digastric muscle wher« 
it crosses the anterior border of the _ sterno-cleido-mastoid 
Topographically, this spot is located just behind and below the ans 


of the jaw. In tuberculous adenitis of the neck, it-is this gla 

that is almost invariably the first one to become enlarged; but 
subsequently, any of the cervical glands, the sub-maxillary, the 
occipital, the sub-occipital and even the parotid lymph glands may 
become infected by a retrograde invasion, due to the damming 
back of the lymph current. The natural course of invasion is down- 
ward, involving the lower glands of the deep lateral chain until 
the jugular lymph trunk is reached and the infeeting germ gains 
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access to the blood. When the dosage is large, and the germ very 
virulent, such a course is probable, but in the very large majority 
of cases of tuberculous adenitis, the dosage has been a small one 
and the lymph gland has had sufficient time to obstruct the invasion. 

[ should like to briefly call attention to the possibility of infection 
of the apices of the lungs, by way of the lymphatics of the neck. 
A recent article by von Ruck‘, which is a review of the literature 
of pleurisy in its relation to tuberculosis and some deductions from 
clinical observations by himself, shows that the majority of so-called 
idiopathic pleurisies, both wet and dry, are due to the tubercle 
bacillus. There are two routes by which the pleura may be infected : 
First, through the lymphatics of the lung which end in stomata 
opening into the pleural cavity. Fleiner? has traced particles of 
India ink through these lymphatics, and Arnold and Zenker’ have 
found coal and metal dust in pleuritic adhesions. Second, and 
that which concerns us more particularly, is the lymphatic route fron 
the neck, which has been established by Grober’s*® researches. By 
injecting the tonsil of a dog with India ink, he has traced the parti- 
cles through the glands ‘of the neck to the apical pleura. The peri- 
tracheal, substernal and mediastinal glands w ere also injected. To 
me it seems that these experiments, backed with certain anatomical 
and clinical knowledge, confirm the idea of direct infection of the 
apices of the pleura by the tubercle bacillus from the cervical lymph 
glands, and I should like to add that in a large majority of cases 
this infection starts in the tonsils. The supraclavicular lymph glands 
are in close proximity to the apices of the lung, and according to 
Fleiner, receive efferents from the pleura. Also the two glands 
which are generally situated in the sterno-clavicular articulation are 
regionary to the apical pleura. It is a well-known fact, that the 
supra-clavicular glands are frequently closely associated by 
anastomoses with the deep cervical lymph glands. 

The following case came under my observation and is of interest 
as clinical evidence of the above method of infection. 

I first saw Miss H. L., age 26, on January 17th, 1906. The history 
of this case is as follows: She had been perfectly well up until the 
14th of last July, when she was overcome with heat while working 
in a laundry. Since then she has lost about 27 pounds in weight. 
She had no cough and no throat or nose symptoms until December 
22nd, 1905. At that time, the throat became sore, gradually getting 
worse until marked odynophagia had developed. Almost immediate- 
ly after her throat became sore, the right tonsillar lymph gland 
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enlarged and was painful to the touch. The infection spread from 
this gland to others of the upper deep cervical chain, also to the sub 
maxillary glands, to the occipital and to the mastoid glands. The in 
volvement on the left side of the neck was not as marked as on the 
right side, yet very distinct. 

The examination showed a marked enlargement of the upper deep 
cervical lymph glands especially on the right side. There was 


tenderness and enlargement of the right.sub-maxillary glands and of 





Tuberculosis of Faucial Tonsils and Lateral Fold of the Pharynx 


the occipital glands. A slight enlargement of the tonsillar lymph 
gland on the left side and tenderness and enlargement of a mastoid 
gland on the left side. A gland situated on the anterior border of the 
trapezius well down towards the base of the neck, on the right side, 
was enlarged and tender. This gland probably belonged to the 
supraclavicular group. Both nasal fossae were free, turbinates 
contracted and the septum deviated slightly towards the right. All 
her teeth which had not been removed, were in good condition 
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except one carious molar on the lafe side below. The uvula was 
somewhat enlarged and slightly edematous. The tonsils and lateral 
folds of the throat presented an appearance which is well shown in 
the illustration. It will be noticed that the left faucial tonsil is 
partially destroyed, the destructive lesion being chiefly within the 
tonsil itself. A whitish necrosed area can be seen at the upper part 
The right faucial tonsil is somewhat enlarged, of a normal appear- 
ance, except at the supratonsillar fossa where there is a slight amount 
of necrotic material. Both lateral folds of the pharynx are infiltrated 
and enlarged to about three or four times their ordinary thickness 
and on both folds there is a superficial ulceration, the borders of 
which are irregular as though made up of numerous small tubercles. 
The base of the ulcer is covered with a whitish secretion which could 
be removed with a swab. The pharyngeal tonsil does not present 
any ulceration although it is slightly enlarged. The lingual tonsil 
is enlarged and presents two distinct ulcerated areas each about the 
size of a dime. The epiglottis and larynx are normal as far as can 
be seen. The case seemed so interesting to me, being possibly 
one of primary tuberculosis of the tonsils, that at my request, she 
presented herself for examination at the Henry Phipps Institute. 
Dr. Flick made a very careful examination of her pulmonary con- 
dition, and gave me the following report: The pleura is adherent 
over both apices, a condition which has probably existed for some 
time. Besides this chronic pleurisy, there is a small lesion in the 
right upper lobe and also in the left apex. These two latter lesions 
are probably recent, although this cannot be positively determined. 
Some impairment of resonance in the mid-scapular line suggests 
the possibility of enlargement of the peribronchial lymph glands. 

\ portion of the right tonsil was removed and examined under the 
microscope. Signs of rather acute inflammation were present, as 
shown by the marked diapedesis of the polymorphonucleear leulco- 
cytes. Scattered throughout the intra-follicular tissue were a few 
small tubercles, in some of which were giant cells. A number of 
sections were stained for tubercle bacilli, but only once was I able 
to find what I thought to be the specific germ. Smears made from 
ulcerated area of the throat were negative as far as tubercle bacilli 
were concerned. 

A summary of this case is briefly as follows: Tuberculosis of the 
tonsillar tissues of the throat with involvement of the cervical lymph 
glands. Spreading of the infection both with and against the lymph 
current. Old adhesions of the apical pleura and lesions in the upper 
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lobes of both lungs probably of recent date. It is impossible to say 
which lesion is primary, that in the lung or that in the tonsils, but 
I am inclined to believe that the tonsillar infection is the original one 
as the lesion here is much, more advanced. Further it is practically 
impossible for the pleural involvement to spread against the lymph 
current clear up to the tonsils. The distinct ulceratioin in the ton- 
sillar tissue was due to a mixed infection, streptococcus ; and it is only 
since this infection has taken place that the subjective symptoms 
such as sore throat have been present. 

It has been impossible in this paper to enter into a detailed dis- 
cussion concerning pulmonary infection from the tonsils. The 
evidence in favor of this method of infection has however, of late 
been increasing and it has been with the thought that perhaps a sug- 
gestion along this line might lead to further research, that I seek 
pardon for having written this rather inconclusive paper. 
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EMPYEMA OF FRONTAL, ETHMOIDAL AND SPHENOIDAL 
CELLS, WITH ABSCESS IN ORBIT, SEROUS MENINGITIS, 
OPTIC NEURITIS, OTITIS MEDIA. OPERATION. RECOVERY.* 


BY NORTON L. WILSON, M.D., ELIZABETH, N. J. 


On Christmas morning of last year, Mr. M. walked into my 
office, and gave the following history: About two years ago he 
began to have a nasal catarrh. He was treated in one of the New 
York Hospitals by cauterizing his inferior turbinate, since which 
time his nose has been more or less obstructed because of adhesions 
forming between turbinate and septum, This deformity was re- 
moved last summer. 

On several occasions he has suffered with severe pain in the 
head, and especially over the left eye. The discharge from the nose 
has been thick and slightly offensive in odor, and for the past year 
his sense of smell has been impaired. The last two weeks he has 
been laid up in bed with considerable pain in the head and over 
the left eye. His temperature has been as high as 101°F. The 
sight of the left eye has rapidly failed, and one week ago the left 
ear began to discharge, after a painful night. 

Examination.—W hite, male, age 30, married, 5 ft. 6 in., weight 120 
lbs. Family history negative. Had the usual diseases of childhood. 
Never had syphilis or any serious disease. Looked pale and weak, 
and apeared somewhat apathetic. Examination of left ear showed 
pus in external auditory canal and large perforation in superior pos- 
terior quadrant. Mastoid was not tender and gave him no pain. 
Examination of pus showed streptococci. Examination of nose 
showed perforation of septum, which had occurred when the adhe- 
sion of the turbinate and septum had been freed. Pus was in the 
middle meatus and could be easily traced into the hiatus semilunarius 
as the anterior end of the middle turbinate had been removed last 
summer. The probe showed disease of the ethmoid and sphenoid 
cells, and in spite of careful manipulation would pass into the an- 
terior ethmoid cells instead of the frontal sinus. The canula and 
trocar passed under the inferior turbinate into the antrum with a 
stream of warm saline solution gave no evidence of antrum disease. 


* Read by Title at the Meeting of the Eastern Section of the American Laryngological, 
Rhinological and Otological Society, at Syracuse, February 10, 1906 
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Transillumination of the antrum and frontal sinus was negative, 
and I felt sure the frontal sinus was involved from the fact I could 
not enter it through the frontal duct and from the pain and tender- 
ness over the sinus. 

Examination of the left eye showed slight congestion of the 
conjunctiva, but no paralysis of any of the muscles. The ophthol 
moscope revealed a well marked papillitis, and tests showed he was 
blind in the nasal half of this field. 

He was sent to the hospital, and prepared for operation. Tem- 
perature 99.6°, Pulse 100. 

The following day I made a Killian operation, entering the 
frontal sinus from below, through the roof of the orbit at its inner 
angle. The bridge of bone was left in situ, and as the sinus was 
large I had no trouble in working from above as well as below. 
There was only a small amount of pus in the sinus but the mucous 
membrane was thick and studded with granulations. The entire 
mucous membrane was removed and the bone found healthy. 

[ then attacked the anterior ethmoid cells which were necrotic 
as were those of the posterior cells. In the region of the posterior 
cells, the orbital wall was necrotic and a hole about the size of a dime 
from which pus was oozing, could be distinctly made out. The an- 
terior wall of the sphenoid was likewise necrotic and was removed. 
In removing the wall of the orbit, and especially in the region of the 
trochlear, I was materially assisted by the use of Kerrisons’ forceps. 
The orbital fat protruded only slightly into the frontal sinus after 
the wall was removed, and so far as I could see was of little or no 
benefit in filling up that cavity. 

The wound was stitched through the eye-brow which had been cut 
off with scissors and not shaved, and although I had been careful 
to make slight cross-cuts, so as to carefully approximate the parts, 
[ did not find them of advantage and finally abandoned them and 
stitched the opposing surfaces just as I do in a mastoid wound. The 
frontal sinus and the roof of the nose were packed with sterile 
gauze and the ends came out alongside the nasal bone. 

[ desire to state here that just before I operated, while the patient 
was on the table, I had a lumbar puncture made and although the 
spinal fluid was clear, it spurted out, showing it was under pressure. 
He undoubtedly had a serous meningitis, and in considering the 
optic neuritis this must not be forgotten as an etiological factor, 
although I am of the opinion that ‘pus in the orbit made pressure 
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upon the optic nerve and thus produced blindness of the nasal half 
of the field. 

Che notes taken at the time of dressing were as follows :— 

Second day after operation.—Patient complains of some pain in 
the head. Removed dressings. Wound looks well and drains in 
good condition. Nasal half of retina still blind, otherwise eye looks 
normal. Movements of eye perfect. I was unable to determine 
whether or not diplopia existed because of the blindness. Patient 
can see my hand move when carried to the right side of face, but 
cannot count fingers. Right lids, both upper and lower were oedenia- 
tous. Bowels constipated. Ordered 1/6 gr. calomel every hour untl 
1 gr. had been given Apenta water in the morning. Pulse 70, 
mouth temp. 98.4°. (This was the only mouth temperature, all 
others were rectal.) 

Third day after operation.—Wound looks well, Removed packing 
which appeared all right. Repacked. Right side of face oedema- 
tous. Says he does not see well with right eye. Ophthalmoscope 
shows very slight haziness in optic nerve with vessels somewhat 
engorged Pulse 70, temp. 99.6 

Fourth day after operation :—Removed drain from ear. Discharge 
somewhat diminished. Washed nose with saline solution. Pulse 
78, temp. 99 

Fifth day after operation.—Dressed wound. Removed five stitch- 
es from eyebrow; wound healed. Drains only slightly soiled. Re- 
packed. Removed drain from ear and repacked. Pulse 76, temp. 
99. 

Sixth day after operation.—Removed drain from ear. Pulse 76, 
temp. Oo. 

Seventh day after operation.—Removed packing which was con- 
siderably soiled and some of the pus had gotten into the eye and set 
up a conjunctivitis. A 1% sol. silver nitrate was applied to con- 
junctiva. Ear drain removed, which was only slightly soiled. 
Ophthalmoscope showed right eye clear; left disc about same as it 
had been. Pulse 80, temp. 99.6°. At this juncture I had deter- 
mined to make subconjunctival injection of saline solution to see 
if I could hasten the absorption of the inflammatory products within 
the eye, but owing to the existing conjunctivitis, I was deterred from 
this procedure, and as subsequent results show, it would have been 
entirely unnecessary, and no doubt would have falsely strengthened 
my belief in such treatment. I then determined to close the external 
wound and pack through the nose. 
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I will not weary you with a further recital of each day’s progress, 
Suffice it to say that the membrana tympani healed on the ninth 
day. He left the hospital on the seventeenth day after operation, and 
was able to count my fingers with his left eye at two feet. 

On January 28th I ceased to pack his nose; there was very little 
discharge. The external wound had long since healed and the defor- 
mity was nil; the eyebrow having grown out sufficiently to cover the 
scar, and only a red line could be seen on the side of the nose. His 
vision in the right eve was 20/20 or normal, and in the left eye 
20/50+ or 3 lines above normal. There was no diplopia. He had 


gained twelve pounds in flesh and felt well. 


410 Westminster Ave. 


Lumbar Puncture in Localized Meningitis.— fritz GROSSMANN— 
Arch. t. Ohrenh., Leipzig, December, 1904 

The author reports three cases in which meningeal symptoms wer« 
pronounced. In the first case, the fluid obtained by lumbar punc 
ture contained pus cells and diplococci. The patient recovered. In 
the second case an acute infection had taken place in an ear which 
had been suppurating for a long time. The meningeal symptoms 
were well marked, but the cerebro-spinai fluid contained pus cells, 
but no bacteria. After operation the symptoms become worse, but 
the fluid from a second puncture showed no change. The autopsy 
showed that the patient died of sepsis, there being no sign of men- 
ingitis. 

In the third case, a perforation of the dura was found at the time 
of operation. No lumbar puncture was performed. 

YAN KAUER. 








AN IMPROVED OFFICE STERILIZER. 
BY EDWIN PYNCHON, M.D., CHICAGO. 
\ simple and efficient method for the sterilization of instruments 
required in office operations in nose, throat and ear practice is a 
necessity. A'fter a considerable experience with different devices, 


| have recently perfected a sterilizer which fills the requirements 














_ better than any I have heretofore seen. For a model I selected the 
E 987 sterilizer made by Wm. Boekel & Co., of Philadelphia, and 
ordered one slightly larger than the original. To this I have added 
certain improvements which I will describe. The hot water tank 
of the original was 8x6x2. This I had enlarged to 9x6x334, which 
size will accommodate any instrument used in routine office work, and 
to this tank I had attached at either end a handle. In place of the 
projecting nipple for the gas hose, which occupied too much space, 
| employed an L, so that it became parallel with the end of the base. 
In the gas cock I had made a small groove so that when it is turned 
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off there still passes enough gas to give a very small flame, though 
large enough to keep the water at or near a boiling heat. In this 
way as soon as the gas is turned on the water boils almost instantly, 
and in order to be more easily operated, I had applied a projecting 
handle to the revolving piece. When leaving the office the gas is 
entirely turned off by use of the gas cock on the wall to which the 
gas hose is attached. 

When used as an instrument boiler, the water tank should contain 
3 pints of water, which gives a depth of 114 inches. To this quan- 
tity of water, I add one ounce of Squibb’s Powd. Biborate of Soda, 
which makes a 2% solution, and is better than Carbonate of Soda, 
being less harmful to delicate instruments and equally as cleansing. 
The chemically pure borax is far better than the commercial article, 
and while more expensive, is the cheapest in the end and, for that 
matter, when bought at wholesale price, the whole ounce costs only 
a fraction over two cents. As the water evaporates by boiling, ad- 
ditional water should be added when required though the borax need 
not be replaced oftener than once a week if proper care is taken to 
thoroughly rinse all blood and secretions from the instrument before 
it is put in the boiler. 

Inside of the boiler is a removable metal instrument tray with 
numerous perforations. When in the usual position this tray is 


one-half inch above the boiler bottom. After the boiling, if desired, 


this tray with the instruments can be lifted bodily out by using the 
pair of wire hooks which go with the sterilizer. Personally my 
preference is to lift each instrument out separately with a suitable 
forceps, rinsing the same in a stream of boiling water so as to re- 
move the alkaline solution when, after drying with a towel, I place 


the instrument in the drying oven beneath the gas flame. 


The metal tray is provided with short legs below so as to give 
the one-half inch elevation previously mentioned, while the arms 
above are wide and of such a height as to support the tray one and 


one-half inches above the bottom of the boiler when it is reversed, 


thus giving a support above the water whenever it is desired to ster- 
ilize bandages, etc., by steam. When used for this purpose there 
should not be over a pint of water in the boiler below the tray. As 
the borax does not evaporate, its presence is of no disadvantage 
when it is desired to thus use steam. 

I have previously alluded to the drying oven which is one of the 
most valuable features in my sterilizer. Access is gained to it by 


lowering the door in the front of the sterilizer base. I thus utilize 
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a space previously wasted. By the use of dry heat in this way for 
a few minutes all humidity is driven from the crevices and joints so 
common in the complicated instruments which are so frequently 
required as, for example, scissors and forceps of the Griinwald 
pattern. Ample heat is secured when the gas is turned down to 
the low point. This sterilizer is made by F. A. Hardy & Co., of 
Chicago. 


Columbus Memorial Building. 


Catarrhal and Gouty Conditions. Sern Scott Bisnop. The 
Medical Mirror, J anuary, 1905. 

Despite the vigorous criticisms that the uric-acid theory of gouty 
conditions has aroused of recent time, the author still remains an 
ardent believer in the idea that there is a marked increase of uric 
acid in the blood in gout, and that deposits of crystalline sodium 
biurate take place in the tissues, followed by inflammatory action 
in these tissues, with pain, and other symptoms characteristic of the 
disease. 

The deposition of the biurate occurs principally in cartilaginous 
structures, and therefore, the cartilaginous septum and the carti- 
lages of the larynx at times become the seat of this deposit, and 
then excite irritation or inflammation sufficiently to cause catarrhal 
states of the mucous membrane. 

To obviate this state of affairs, ten to fifteen grains of effervescing 
citrate of lithia twice a day are ordered, thus favoring the ready 
solubility of the uric acid and its speedy elimination. Abstinence 
from red meat, sweets, wine and beer is necessary. 


STEIN. 














THE ANTITOXIN TREATMENT OF HAY FEVER. 
BY LEWIS S. SOMERS, M.D., PHILADELPHIA, PA. 


In a previous communication (Philadelphia County Medical 
Society, Dec. 23, 1903) I reported my experience with the use of 
Dunbar’s serum in ten cases of hay fever of the autumnal type 
the symptoms being well developed in all when first seen, so that 
they were peculiarly suitable to test the value of the serum, as any 
results from its administration could be readily ascertained. The 
antitoxin was made from the pollen toxin of goldenrod and was 
employed both in liquid and powder form. The results with but 
one exception, proved most gratifying, and in the only case in which 
hay asthma occurred, it was promptly controlled. 

From the experience thus obtained, the following conclusions 
were tentatively suggested: 1. The serum produces prompt and 
positive amelioration of the symptoms of fall hay fever in the ma- 
jority of cases. 2. In a smaller number, this favorable result is 
accompanied with the complete disappearance of the affection. 
3. Where slight or no action is seen after its use, pollen as an 
etiological factor does not predominate. 4. When results are ob- 
tained, it favorably influences all the manfestations of hay fever. 
5. While I am unable to state from personal experience, the effect 
of the serum upon hay fever occurring at other times of the year, or 
its effect when administered in advance of the attack, yet when 
given during the attack irrespective of its severity, it produces 
marked palliation rather than absolute cure. 6. Its effects upon 
future attacks remain as yet unknown. 7. The serum in powder 
form is slightly soothing to the nasal mucosa, has but little influence 
upon the other symptoms of the affection and in occasional cases it 
may act as a direct irritant. 8. As a result of larger experience 
especially with hay fever occurring at other times of the year, it may 
become necessary to modify some of the opinions in regard to this 
antitoxin. 

Concerning the essential factors, I have found during the two 
years following this, that the results have been fully as successful 
as those previously obtained, while the same favorable action has 
been obtained in cases seen at other times during the year. 

As is well known, the toxin obtained from the pollen of various 
plants and grasses, when applied in minute doses to the conjunctiva 
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of individuals susceptible to hay fever, will produce the symptoms 
of that affection within a few minutes and at any time of the year 
irrespective of the season, so that it is possible to artificially produce 
an attack of hay fever in midwinter for example. The action pro- 
duced by the toxin under artificial conditions, resembles in every 
respect the symptoms of the disease and as the attacks vary in inten- 
sity, so individuals are affected in varying degrees by the toxin 
when artificially introduced, from mere irritation of the mucosa, to 
the fully developed hay fever. It is hardly necessary to state that 
the antitoxin neutralizes the toxin and when applied to the eye, for 
instance, neutralization is not limited to this particular area, but 
counteracts its effects in toto, so the nose and throat symptoms are 
also abolished, or relieved to a varying degree; the same effect 
being produced when the patient is suffering .from the actual 


disease. 


In hay fever of spring and early summer, the results that I have 
obtained are similar to those seen in the autumnal type, except 
while materially modified as regards its severity, its duration 
is not to any extent shortened, and in order to keep the symptoms 
under control, it has seemed necessary to continue the antitoxin 
during the usual period of the affection. 

This is shown in the f lowing case: J. V., age 14 years, de- 
veloped hay fever at the age of 10 years; the attacks commencing 
the first week in May and terminating the early part of July 
Various remedies were used during the first two vears without 
success, except that adrenalin lessened the nasal obstruction. The 
following year liquid antitoxin was commenced after the affection 
had existed for nearly one month, and while no results were obtained 
for three days, after this time the distress was greatly lessened, so 
by applying it to the eyes and nose from three to four times daily, 
the symptoms were kept in complete abeyance, but did not dis- 
appear until the usual time. During 1905, the attack came on follow- 
ing his attempt to cut a small patch of grass. The powdered anti- 
toxin was employed and as long as it was used several times daily, 
no discomfort was experienced, but when discontinued, the symptom- 
complex became aggravated, so that it was necessary to continue 
it until the first week in July. The active etiological factor in this 
case, undoubtedly being derived from the pollen toxin of the grass, 


as the flora of the summer and fall would not produce symptoms 


of the slightest degree. 
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As it is especially with autumnal catarrh that antitoxin has been 
employed, it is this variety which presents the most practical interest 
and which it is desired to consider here. Coming on the middle of 
\ugust and lasting until the first frost, its periodicity is character- 
istic and it will be found that its onset is concurrent with the flower- 
ing of the goldenrod and ragweed, while a few cases are aftected 
when the chrysanthemums bloom. In these cases, antitoxin is su- 
perior to any remedy that we possess and not only does it palliate, 
or abolish the affection for that particular season, but it has an in- 
fluence over hay asthma, sometimes the most distressing feature 
in long standing cases. After the serum has been applied to the mu- 
cosa for one or two days, the asthma lessens in intensity, or may 
disappear with the other symptoms, but this is usually delayed and 
the other symptoms are well under control before the dyspnoea 
responds to treatment. 

The most marked effect on hay asthma that has come under my 
observation, was observed in the case of A. M., male, age 35 years. 
He was seen early in September, 1903, on account of hay fever 
asthma, which had recurred for ten years and was so severe that he 
could obtain but two or three hours’ sleep, and only in a sitting 
posture. The serum gave immediate relief to all the symptoms 
except the asthma; but after its use several times daily, this had so 
diminished by the third day, that he was able to sleep naturally ; and 
in the coure of a week it had entirely disappeared. Occasional 
sneezing only remained, which ceased when the serum was applied 
to the nose. For the past two seasons his hay fever recurred in a 
mild form at the usual time and was entirely controlled by antitoxin, 
while a slight dyspnoea developed at the end of the first week, but 
disappeared in two or three days. 

[t is not however, the good results that it is especially desired 
tc record, but to ascertain as far as possible the causes of failure 
and the ways in which these may be overcome. Not the least, is 
the difficulty of having the patient apply antitoxin in the proper 
manner, as it is well known that the individual with hay fever is 
difficult to manage as regards therapeutic agents and hygienic sur 
soundings. Partial or complete failure may follow from too in- 
frequent applications of the antitoxin; from applying it to the nasal 
mucosa when the latter is covered with mucous and also when the 
turbinal tissues have become so oedematous that absorption is inhibit- 
ed. Ina small number of cases, the serum from some peculiarity of 


the patient, or for reasons unknown, has no effect, but such in- 
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stances are unusual, and it seems probable that careful investigation 
would reveal less occult causes at fault. While undoubtedly a few 
cases treated as hay fever are instances of intumescent rhinitis, or 
vaso-motor changes allied with but independent of true hay fever, 
so that errors in diagnosis may play some part in an occasional 
failure. 

The time when antitoxin should be applied, is dependent upon the 
severity of the attack and it duration; the most frequent error in 
this respect, being to wait until the attack has attained its maximum 
before it is employed. Preferably it should be used when the nasal 
chambers are not obstructed and absorption can take place; but 
when the attack is severe, it may be employed every ten minutes 
if necessary, while in the majority of cases, if used three or four 
times daily, the symptoms will be kept under control. It is im- 
portant that it be used when there is the slightest irritation, in 
order to anticipate further symptoms, and it should be applied be- 
fore going out of doors. While I have stated that no definite time 
can be fixed when antitoxin should be applied, yet there is an ex- 
ception to this and that is its employment on arising in the morning. 
This is most essential, and as long as hay fever remains, the serum 
should be used at this time, for absorption is then rapid and the 
antitoxin becomes effective before the pollen toxin produces 
deleterious effects. 

The method of application plays an important part in the pro- 


duction of successful results, as it is essential that the antitoxin 


be distributed over the mucosa and to best accomplish this when the 
tissues are not unduly swollen, I have had my patients expel the air 
from the lungs, when a small portion of the powdered antitoxin 
is placed in the nasal vestibule and a forcible inhalation draws it 
over the parts desired. When the nose is much obstructed this is 
not possible and a small powder blower must be used, or the pa- 
tient draws it into the less dbstructed nostril and as the tissues 
become less swollen, it is applied more freely. A frequent fault 
consists in placing the powder at the edge of the nasal vestibule, 
so that much of it is lost by adhering to the vibrissa. Should the 
nose become so obstructed that the powder is inert, a drop of the 
liquid may be placéd in each nostril and within a short time the 
former may again be applied. 

In the eye, a minute particle of the powder should be lightly ap- 
plied to the inner border of the lower lid toward the temporal re- 


gion, so that as it dissolves, the solution will exert its action over the 
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entire conjunctival surface as it flows towards the lachrymal duct 
into the nasal chamber. Ii this produces irritation, as the first appli- 
cation may, it should be repeated in ten minutes and if this is not ef- 
fective, the powder or serum should be applied at intervals until 
the irritation disappears. In occasional cases where tlie palate itch- 
ing is severe, the antitoxin may be applied directly to the parts by a 
cotton-tipped applicator and this may be repeated as required, but 
in the majority it will be unnecessary. 


affections. that the 





It is as important in hay fever as in otl 
hygiene of the patient be carefully directed, as it is impossible t 


obtain the best results not only with antitoxin but with 





ment, if causative and deleterious factors are allowed to 


influence. For this reason, prophylactic measures should 





be taken 
in advance of the attack, the respiratory tract should be made as 
normal as possible and the general health of the patient conserved. 
[t is also important that plants bearing pollen be kept from the house 
and the patient must avoid coming into contact with such plants 
Should the hay fever be severe and the antitoxin not prove efficient, 
the patient should sleep with his windows closed, although as a 
rule this is not essential but if there are many plants in the vicinity of 


the residence, the windows must be kept closed night and day, es- 


| i 


pecially on the side of the house where the wind blows. I have 


however, found this necessary in but few patients; and even in 


I 


these, it was possible after antitoxin had been used for a few days, 
to ventilate the sleeping room without harmful effect. 

This is shown in the following case, where the patient, a 
female, age 40 years, had hay fever for 16 years and it was 
necessary to have the windows of her room closed day and night, as 
her house was surrounded by a field of goldenrod. Antitoxin was 
used after the attack had existed for two weeks and within a few 
minutes, all the symptoms had passed away. Within a few hours, 
however, they would again return, but by using the serum she was 
able in a few days to sleep with the windows open; and at the end 
of two weeks, no hay fever remained provided antitoxin was used on 
arising in the morning. 

It is an error, I believe, to employ large amounts of antitoxin at 
one time, as better results are obtained with minute doses at frequent 
intervals. It is advisable therefore, in order to obtain effectual 
results, that the patient should use the smallest dose that will be 
effective ; a trace of the powder often being sufficient to control the 
symptoms for several hours at a time. 
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The question will often arise as to the advisability of employing 
other local treatment in addition to the antitoxin. I am strongly of 
the opinion, however, that whilé it is advisable to remove mucous 
with a mild alkaline solution previous to its application, it is not 
necessary to employ other local remedies, for if such be used, the 
action of the antitoxin is retarded or destroyed. This does not pre- 
vent general treatment, which is often essential, nor does it imply 
that the nasal chambers and pharynx should not be placed in as 
perfect a condition as possible, but antitoxin should under no cir- 
cumstances be combined with pther applications. 

In a not inconsiderable number of patients, delayed action of the 
antitoxin occurs where the disease has existed for some time and the 
attack is severe. | have observed instances where no result- was 
obtained from three to five days, then the full effect was manifested 
and the symptoms were ameliorated or entirely disappeared. Un- 
doubtedly failures have been reported under such circumstances, 
and it is therefore essential to use the serum for at least a week, 
before one is satisfied that it is of no value in the particular case. 
Again in quite a number of cases, all the symptoms do not entirely 
disappear; but as a rule, this occurs in consequence of improper 
use of the antitoxin, some of the errors in its administration pre- 
viously mentioned, being the cause of the partial failure. In a 
small number, the serum will have no effect upon the disease and 
these must be classed as failures such as are seen with many 
remedies. 

In a few cases, minor untoward results have occurred, but those 
under my observation were the result of faulty application and were 
corrected when the remedy was properly used. The most marked 
instance of this occurring in Miss D., age 24 years, with hay fe- 
ver for four years. She was seen after it had existed for two weeks 
and the liquid antitoxin was used in eyes and nasal chambers, 
several times daily. Three days later the symptoms remained un- 
changed and whenever the serum was applied to the eyes, it pro- 
duced intense pain, photophobia and lacrimation. It was then 
ascertained that she was extremely susceptible to carbolic acid and 
the condition was explained, as the acid used as a preseryative for 
the antitoxin was causing the mischief. This was replaced by the 
powder and the hay fever was brought under complete control. 

At times the powder may produce some irritation of the con- 
junctiva and then it is advisable to use the liquid in the eyes and 


the powder in the nasal chambers, but the slight irritation readily 
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disappears if small amounts, repeated at frequent intervals, be 
used. 

As a result of larger experience with the antitoxin of Dunbar 
the conclusions previously suggested may be modified as follows 
1. The antitoxin produces prompt and positive amelioration of the 
symptoms of hay fever in a large majority of cases. 2. In a smaller 
number, this is accompanied with complete disappearance of the 
affection for that particular season. 3. Where slight or no action 
is seen, it is due to improper administration; while in a very small 
number some idiosyncracy is undoubtedly active. 4. When 
results are obtained, it favorably influences all the manifestations 
of hay fever in the larger number of cases, while in a smaller class, 
one or more of the symptoms seem to be most markedly influenced 
5. When given during the attack of hay fever irrespective of its 
severity, it produces palliation rather than absolute cure. 6. When 
successfully used during one season, it does not prevent the re- 
appearance of the disease the following season; although there is 
reason to beleve that a slight influence in modifying future attacks 
does exist. 7. The antitoxin is effective in both liquid and powder 
form, but the latter is preferable, as it is staple, does not require a 
preservative, and is more convenient for the patient. 


3554 North Broad St. 


Paralysis of the Recurrent Laryngeal Nerve.—\W ALTER BERENT. 
—Berl. klin. Wehnschr., November 28, 1904. 


Paralysis of the recurrent laryngeal nerve, associated with an 
aneurism, depends upon the distention of the aneurism, and may 
entirely disappear when the aneurism grows smaller. A solid tumor 
does not vary in size; hence the author considers the variation of 
the paralysis as characteristic of aneurism. 


YANKAUER 











REPORT OF A CASE OF ADENO-SARCOMA OF THE TON- 
SILLAR RING. RESECTION OF BOTH EXTERNAL CAROTID 
ARTERIES; RECOVERY.* 

BY W. R. DABNEY, MARIETTA, OHIO. 


In the early stages of sarcoma of the tonsils, the diagnosis is 
not easy, as at this time, these growths and the surrounding tissues 
have to a great extent the appearance of a peritonsilar abscess. 
Sarcoma of the pharynx grows larger than carcinoma, and does 
not show superficial ulceration as soon as the latter, and infiltration 
of the lymphatics does not take place as early in sarcoma as it does 
in carcinoma of the pharynx. The differential diagnosis between 
sarcoma, glanders and actinomycosis can be established, only 
by the use of the microscope. Syphilis was excluded by the thera- 
peutic test. 

Case. Mrs. G. Mulatto, aged 53 years. She was referred to 
me by Dr. Jacob Bohl of this city, April toth, 1905, as she had 
consulted him on account of a “roaring” in her left ear. 

History.—Heredity.—Several members of her family have died 
of tuberculosis. A history of malignancy could not be obtained. 

Personal.—Has never been confined to her bed on account of 
pathological changes. The “roaring” which she complains of, 
and for which she has consulted several physicians without getting 
the desired relief, was the first symptom noticed by her. Her 
attention was first directed to it about one year ago. 

Present Condition—The examination of the external ear was 
negative beyond a slight hyperaemia of the drum-head along the 
handle of the maleus, and opposite the tympanic orifice of the 
Eustachian tube. 

Examination of the fauces showed that the positions of the left 
faucial tonsil and the lingual tonsi! were occupied by hard nodular 
growths. The growth occupying the position of the lingual tonsil 
extended well down into the tissues overlying the epiglottis. These 
growths presented a glazed appearance, and were of a dirty grayish- 
pink color. The right faucial tonsil was also involved, but not: to 
the extent of the left one. 


* Read by title at the meeting of the Southern Section of the American Laryngological, 


Rhinological and Otological Society, at Norfolk, Va., January 13, 1906. 
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Rhinoscopic examination showed that the nasal pharynx was 
almost completely occupied by a growth in the position of the 
of the Eustachian tube and nodular masses were intruding into the 
left tubal orifice. 

There was a free nasal discharge and the intranasal structures 
were turgescent and boggy. This was due to the fact that the 
woman could not breathe through her nose, and when air is not 
passing through the nose in sufficient quantity, evaporation of 
the normal mucous secreted by the pituitary membrane does not 
take place. 

The temperature was 97 2-5 F. and pulse 84. 

Metastasis had already taken place as the lymphatics of the neck 
had become involved and the left parotoid gland felt like it was 
beginning to break down. The axillary and inguinal glands were 
enlarged, indurated and tender. 

Malignancy was at once thought of, and her family were so in- 
formed. We stated to them that the growth was so extensive that 
it would be impossible to remove it in its entirety. After the family 
had had time to consider our opinion, they decided not to inforn 
the patient that she had a malignant growth, and they also de 
cided not to have an operation done until it was absolutely required 
to prevent asphyxiation. 

A section was taken from the growth and sent to a pathologist 
for examination, and he reported that it was an adeno-sarcoma. 

The woman was kept on palliative treatment until June 26th, 
when her symptoms had become so aggravated that it was with 
extréme difficulty that she was able to breathe or swallow, and her 
speech was interfered with to such an extent that she could scarcely 
make herself understood. The “roaring” that she complained oi 
had become continuous in both ears, and she had become so deaf 
that one had to speak in a very loud tone when addressing her. 
The growth in the rhino-pharynx had advanced to such an extent 
that it completely occluded both Eustachian orifices. 

We advised resection of the external carotids, not with the hope 
that it would cure the patient, but it was advanced as a substitute 
for tracheotomy, gastrostomy or rectal feeding, which we would 
have had to resort to very soon if the patient continued to grow 
worse with the rapidity of the previous three weeks. 

Operation—June 28th. Chloroform was administered by Dr. 
Bohl and the left external carotid artery was resected from the 
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bifurcation of the common carotid upward, including a portion of 
the temporal and internal maxillary arteries. The wound was 


losed with a continuous suture of sill and healed by first intention, 





except at two points where small cigarette drains were inserted. 
ie right external carotid artery was resected today 
and a number of enlarged glands were encountered and had to be 
taken out before the artery could be exposed for resection. One of 


hese glands was so firmly adherent to the internal jugular vein, 


that it was impossible to remove the entire gland without rupturing 
the vein. The parotid gland on this side seemed to be normal, and 


it was lifted out of the way with a blunt hook while the upper part 


ot the arterv was being uncovered for excision. 


The incision closed by first intention except at a point directly 


ver the bifurcation of the common carotid artery, where a small 
drain was inserted. This sinus continued to suppurate for about 
seven weeks, when on curretting the sinus a ligature of twenty-day 


chromatized catgut came away. and the sinus at once closed. 


r o 4 ° -+ nn - - ~ re r - . ] 

\iter the arteries were rescted, the tissues of the fauces beca 
Llane! Bs oe ] 1, " ] ] + I eenasene ] 4 a T} m4 ¢ ’ ra 
anched and the growths began to diminish in size. his was not 
only noticeable cn inspection, but was evidenced by the improve- 


ment in her hearing and speech. Deglutition and respiration were 


rendered easier, and the tinnitus was less noticeable. 
January Ist. 1906. I saw this patient a few days ago and her 
temperature was 9& degrees F., and her pulse 85. The growths 


occupying the positions of the right and left faucial and lingual 


Is have diminished in size to such an extent that they are hard 


tons 


ly more than one-fifth as large as they were before the carotids were 
resected. The growth occupying the position of the pharyngeal 
tonsil has not diminished so much in size, as according to some 
anatomists the pharyngeal tonsil receives a part of its blood supp! 
from the internal carotid arteries. 
Che patient is now able to ingest any kind of food, while previous 
the operation she could only take liquids. Hearing and speech 
have improved wonderfully, and she says that there is but an 
ecasional slight ‘roaring’ in her ears. She has gained in ‘weight 
and her appetite is good. 
The lymphatics of the pre-aural, cervical, axillary and inguinal 
regions are somewhat enlarged, but they are not so sensitive as they 
were when this woman first came under our care. 


‘or several weeks before and after the operation she was very 


low-spirited and despondent: but at present she is in good spirits 
I g 
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and is not in as frequent consultation with the family Bible as sh¢ 


was prior to, and for some time after her operation 


While it is hardly possible that this operation will 
woman, it has succeeded beyond our wildest dreams as a 


} 


measure. It has now been six months since this woman was 


1 


operated upon, and she says tl 


iat she is fee ling better than 


many months, and that it is yet a pleasure to be alive 


We are not much encouraged as to the final outcome of this 


case, as in all probability the patient will die from metastasis if she 


1 . 1 
ne original growl 


does not have an exacerbation of t 


from beth mental and physical suffering. 


[ think that we are justified in doing a carotid resection in thes: 


cases of inoperable malignant growths of the phar 
++ 


as a palliative measure, and to obviate the necessit 


tracheotomy or gastrotomy. which are at best onl 


loins 


aoing 


a 


makeshift 


measures, and in many instances they are vastly more troublesom 


to the patient and attendants than the disease for the mitigation of 


which they were devised. I also think that we are justified in 


doing this operation in these cases if we accomplish nothing 


than the promotion of euthanasia 


282 Front Street 


Intratracheal Struma.—Hans NEUMAYER.—J/onatschr. 


hetlk., Berlin, September, 1904. 


[wo interesting cases are reported, occurring in sisters, one 23 


years old, the other 27 years old. In both cases, a smo 


+ 


not ulcerated, sessile tumor, covered with dilated veins, 


in the subglottic region. In both cases, the tumor was lar 


th, round, 


appeared 


, : 1 
ge enough 


to cause dyspnoea and cyanosis and was associated with enlarge- 


ment of the thyroid externally. In one case the tumor di 


upon the administration of iodide of potassium; in the other, iodide 


sappeared 


of potassium and thyroiodin. The external struma also diminished 


in both cases. 


YANKAUER. 











A CASE OF ABSCESS OF THE PAROTID GLAND SIMULATING 
MASTOID ABSCESS. 


BY J. C. MCALLISTER, M.D., RIDGEWAY, PA. 


In sixteen years’ practice I have seen but three cases of sup- 
purative parotitis, two of these cases coming under my notice a 
few months since. The following case is reported to show the 
need of care in diagnosis. 

Case.—Mrs. L., aged 28; pregnant five months. She gave history 
of having had La Grippe some two weeks before I first saw her. 
This was followed by a suppurating ear, with great pain and loss 
of sleep, and very marked swelling behind, below and in front of the 
lower part of the ear, and a throwing of the ear forward and out- 
ward, as in mastoid disease. 

Upon examination, the external auditory canal was found to be 
so nearly closed by the inflammatory condition present. that the 
membrana tympani could not be seen. There was a_ profuse 
discharge of pus from the ear. From the history and condition 
found upon inspection, my thought was that it was a suppurating ear 
following La Grippe infection and mastoid complication, and only 
after a few visits did it slowly come to me that it was an abscess of 
the parotid gland. This decision was reached by the unusual 
swelling and fullness below and in front of the lower part of the 
ear. The condition was treated expectantly, and the patient made a 
nice recovery. 

As the swelling subsided, a tongue of granulation tissue was 
found nearly filling the auditory canal. This tissue was removed by 
snare. The other case which I saw just subsequent to the one re- 
ported above, had also ruptured spontaneously into the auditory 
canal at a corresponding point and there was also in this case a 
tongue of granulation tissue filling the canal. 

Dench in his Text Book on the Ear refers to the tendency of 
abscess of the parotid gland to rupture spontaneously through 
the fissures of Santorini. 
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ABSCESS OF THE CARTILAGINOUS NASAL SEPTUM. (TRAU- 
MATIC.) DEFORMITY CORRECTED BY THE SUBCUTAN- 
EOUS INJECTION OF PARAFFIN. 

BY M. D. LEDERMAN, M.D., NEW YORK. 

The patient, a young man of 16, was hit on the tip of the nose 
while boxing. He did not suffer much pain after the accident, 
but was unable to breathe comfortably. Under the advice of a 
physician he used cold applications, but no other special treatment, 
and went about for a week feeling no discomfort other than the 
nasal occlusion. During the second week after the accident he had 
fever and chills, and was given quinine under the suspicion of 


tae 





having malarial infection. The third week he was referred to 


ime f 


correction of the seeming dislocation of the cartilage. At 
this time the deformity had caused a marked obstruction in both 
nares. On probing, a fluctuating mass was discovered on both sides, 
and after incision two drams of pus were evacuated. The wound 
was drained by a piece of gauze drawn through the incision on 
both sides, and after a week or ten days the abscess cavity healed 
up. Then the subcutaneous injection of paraffin was made with 
quite a satisfactory result. 

In my private practice, I have seen four cases of septal abscess 
due to external trauma. Prompt incision and drainage would re- 
lieve it always; and if practiced early, this treatment would prevent 
the unsightly deformity that this patient presented at the initial 
examination. J have never seen so marked a deformity due to an 
acute affection of the nasal septum as in the present instance. 


* Presented before the Laryngological Section of the New York Academy of Medicine, 


March 28, 1906 
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NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Stated Meeting, March ist, 1906. 


WILLIAM GILMAN Tuompson, M.D., Chairman. 


THE UPPER AIR TRACT AS AFFECTED BY INFLUENZA. 


Lantern Slides of Sections of the Nose and Accessory Sinuses.— 
By Lewis A. Corrin, M.D. 


Etiology and Bacteriology.—By \Wn. H. Park, M.D. 


General Considerations, Symptoms and Treatment.—By CLar- 
ENCE C. Rice, M.D. 


DISCUSSION. 


Dr. HENry L. Swatn said that he had been invited tonight to 
discuss the question of The Upper Air Tract as Affected by Influen- 
za, and it was along this line of thought rather than in any direct 
discussion of the papers presented, they being complete in them- 
selves, that he would like to say a few words. From Dr. Park’s pa- 
per we learn that the germ is with us and sometimes stays in the 
system for as long as two years, and we may naturally suppose that 
this germ does not remain without producing some effect upon inter- 
current affections, even though we may not have an actual attack 
of Grip in the sense of an overwhelming constitutional disease. 
The subject of the evening presented to his mind two contrasting 
pictures when one considered the clinical phenomena before the 
invasion of Grip and since. He illustrated the first picture by 
recounting how during his European course, he with the other stu- 
dents and assistants was summoned by the Professor to see a very 
rare clinical case, presenting a feature which the Professor had 
seen only two or three times in his experience. This was a bleb upon 
the drum. This interested them all deeply and was stored away as a 
rare clinical experience. Imagine by contrast, therefore, his delight 
when in his own practice during the first year of the Grip in this 
country he saw no less than 12 cases presenting blebs upon the 
drum. Subsequent to that, in the years that have elapsed, every 
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year has brought its quota of such cases accompanied with middle 
ear involvement and bloody discharge. 

Again, previous to this first appearance of Grip, he had only seen 
one or two cases of acute frontal sinusitis. Imagine again his 
interest when during the second or third year of the Grip he had 16 
cases of acute frontal sinusitis in his own practice 

Has not the whole aspect of diseases of the upper air tract changed 
since then, and is not the disease now endemic? Every year we 
have cases of Grip coming to our attention. Again, has not the 
treatment of such influenza conditions been of necessity greatly 
changed and modified? We no longer give depressants in these 
cases of acute inflammation, but instead give stimulants, and sup- 
port and strengthen the patients. Is this condition due solely to 
the Grip germ, or is it not perhaps a mixture of three things in the 
American life of today? We have to consider first the depressing 
effect which has come with the Grip, and its effect on the community 
by repeated attacks and by continued presence of the germ with 
us. We have also to consider the wide-spread use of the antipyretics, 
the coal-tar products, which came into use with the Grip—the anti- 
pyrine, antifebrine, and headache powders seen on every drug- 
gist’s counter and used in immense amounts by the public. The 
third element is the tremendous speed and pressure under which 
we live. We all work hard, many too hard, and disease of all kinds 
makes easy inroads upon us. Now let us for a moment turn from 
general considerations to the minute. 

The integrity of the epithelium is necessary to the maintenance of 
that equilibrium between decay and repair which is known as health 
If the epithelium is intact and physiologically active, we are all 
right, if not, we are liable to various infections. The Grip germ is a 
peculiarly active and virulent germ, and he believed that the 
ciliated epithelial cell is one of the cells most easily affected by it. 
This may seem a rather romantic idea, and yet he would call at- 
tention to two clinical phenomena which seemed t 


support it, 
the clinging secretion upon the nasal mucous membrane and upon 
the trachea. All snecialists have trouble in getting the mucus from 
both these localities in obstinate cases of influenza. We are able to 
see into the trachea and can often watch the work of the ciliated 
epithelium elevating the mucus from below to within the grasp of 


the muscles of the larynx, when it can be thrown out. This happens 
entirely without the act of coughing in cases of simple tracheal se- 
cretion with intact epithelium. If something happens to denude the 
membrane of its ciliated cells, would not the mucus be liable to ad- 
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here over the denuded area? That is. just what happens in Grip 
tracheitis, and it appeared to him that this is the way in which this 
special germ begins its work. The change brought about by the 
Grip germ was to inhibit the motion of the ciliated epithelium, or 
perhaps to kill it over certain areas, and then other germs could have 
a chance to enter, the motion of the cilia not being active to move 
them away. Other phenomena like tonsillitis and sinusitis follow 
the first invasion of the Grip germ. The adherent mucus in certain 
cases within the bronchial tract accounted for many of the severe 
and obstinate coughs of Grip. 

\ point in Dr. Park’s paper which had interested him very much 
was the necessity of hemoglobin for the growth of the germ, without 
the body. Does not that explain why Grip discharges have so much 
serum in them, the Grip germ bringing out of the tissues and 
blood vessels the necessities for its life? Does not this also explain 
why we have such impoverishing of the blood in long standing cases 
of Grip, while the persistence of the germ makes the difficulty in 
relieving the blood changes which is essential in restoring health. 
[t certainly appears that many changes in the behavior of our pa- 
tients as contrasted with the experience of years ago are to be at- 
tributed to the stay in our land of Grip and its continued activity 
among us. 

Dr. Newcoms, referring to the question of hemorrhages in these 
Grip cases, said that his attention had been called to a group of 
twenty cases in which the principal symptom had been a hemorrhage 
from the trachea. In fully half of these cases there had been a his- 
tory of a Grip attack, and in practically all, of more than one attack. 
Most of these patients were young adults, the youngest being six- 
teen years old. The sexes suffered alike. It is likely that such cases 
are more numerous than the published reports would lead us to ex- 
pect. Perhaps every physician has cases of hemoptysis, without ap- 
parent cause. There may be symptoms of tuberculosis, but these 
have not developed, and the patient has improved and been dis- 
missed, and the source of the blood has remained a mystery. Some 
of these cases have been followed for a sufficient length of time to 
enable them to be classified by themselves. The most prominent 
and annoying feature has been a tickling cough as though some- 
thing had been swallowed. There genetally has been more or less 
cough, some fever if the influenza was present but not otherwise, 
and even when present the fever was very slight and the tem- 
perature chart showed none of the characteristics of incipient 


tuberculosis. The bleeding has come on at intervals of days, weeks, 
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or even months, and generally there has been an intercurrent attack 
of influenza. 

The chest has shown nothing in particular, perhaps a few moist 
rales and some symptoms of bronchial pneumonia. There have been 
no bacilli in‘ the expectoration. A peculiar feature has been that in 
the examination of the upper air tract by means of a mirror, a vari- 
cose condition of the tracheal vessels has been discovered. If the 
patient has been examined during the occurrence of an ordinary 
hemoptysis the trachea has been found to be lined with a thin clot 
or with patches of clot here and there, but here the whole mucous 
membrane has not been involved. The upper. part only of the 
trachea has been affected and the lower part has been clear, and 


from the varicose vessels of the uy 


yper trachea the blood has been 
seen trickling down the clean tracheal wall. These vessels in some 
cases run parallel to the tracheal rings; in other cases, they con 
verge from below toward the glottis: and in still other cases, thi 


are scattered over the tracheal wall, like small leeches. 


The treatment has been rest in bed, opiates, ice pellets, and s 


pra 
ing of the trachea with astringents. The important question was 
whether these conditions were manifestations of tuberculosis ot 
whether they should be classified by themselves. It was easy to call 
them incipient tuberculosis, but many of these cases had been care- 
fully followed and no tuberculosis had developed. This region is 
naturally very vascular, and it bears the brunt of the impact of 


coughing, phonation and respiration. Given then the possibilities 


which Dr. Swain had mentioned of 


ot tl 


general vitality which is so common a f¢ 





fact that this is one of the regions of the body in which the influenza 
poison primarily makes its attack, it is not impossible to believe 
that the influenza bacillus is responsible for this varicose condition 
of the trachea. This condition has been found in other diseases, 
and in one case it seemed to be the initial lesion of cirrhosis of the 
liver. In some of the cases, tuberculosis developed later, so that 
considerable time must elapse before a positive diagnosis could be 
made. One author who has reported a large number of cases says 
that we should not be in too much of a hurry to make a diagnosis 
of incipient tuberculosis when there is a little cough, blood, emacia- 
tion, and suspicious chest signs. It may be that some of the so- 
called cases of incipient tuberculosis have been nothing more than 
cases of tracheal hemorrhage following influenza. 

Dr. Emit MAYER said that the main question was “How shall the 


general practitioner diagnose influenza, without the ability of the 
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specialist in differentiating the various alterations in the mucous 
membrane as mentioned by Dr. Rice?” 

Without this condition we have the temperature, the great de- 
pression, and the fact that other members of the same family 
have the disease, hence there should not be much difficulty in ar- 
riving at a diagnosis. 

He did not agree with Dr. Coakley that chronic sinusitis was 
more common today because of greater knowledge of the subject, 
alone, but as Dr. Rice had said, we have many more cases as the 
results of the Grip epidemics. 

We rarely heard of these conditions formerly and they must 
surely have been found post-mortem if we had failed to recognize 
them during life. 

The speaker considered the use of cocaine as dangerous and never 
prescribed it. Adrenalin he found of much value and this was much 
enhanced by the addition of a small amount of chloride of sodium. 
The solution used was a 1-5000 or 10,000. 

He was confident that while the Antrum of Highmore could not 
be drained through the natural opening, yet in a certain number of 
cases it could be reached and washed out and in acute conditions 
a cure might thus be effected. -This washing could be done, how; 
ever, only by an expert. 

Dr. Mytes spoke of the great value of the slides presented by 
Dr. Coffin, and said that he was a believer in the importance of such 
anatomical studies. He had spent much time studying in the dead 
house, and found it as valuable a help in latter years as in former 
ones. 

The question of influenza was a very serious one and a general 
consideration of the subject could not be limited to one night. We 
have been taught a great deal about the pathology and etiology of the 
disease, but we have not yet learned how to check an epidemic. 
No one has yet tried to quarantine it, or to disinfect places where 
it has appeared, with formaldehyde, or other methods, and he 
thought it was time that some such methods should be tried in 
order to check the spread of the disease and destroy the epidemic 
conditions which have contributéd nearly one-half of the incomes 
of New York physicians. There are repeated sporadic outbreaks 
of this disease almost every winter since 1889, and we see not only 
chronic phenomena which have been here ever since, but frequent- 
ly renewed out-breaks of acute attacks. May not the presence 


of this germ be continued by city conditions? There is not a 


building where people congregate, the average mean rate of tem- 
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perature of which is not greater than that of similar buildings in 


Cuba. It is generally 65 to 80°. This temperature is maintained 
all winter, and only as summer comes on goes to anything below 
60. Thus our modern heating arrangements promote the condi- 
tions favorable to the development of the germs of this peculiar 
disease. Perhaps something like a formaldehyde disinfection 
might act favorably in checking this development. He had hoped 
that Dr. Park’s paper would suggest something for the destructio1 
of the germ. In regard to the treatment of such cases, he was a 
believer in the value of the different antiseptics, carbolic acid, tur- 
pentine, menthol, etc., mixed with aqueous vapor in impregnating thx 
room freely. This vaporized inspired air was very beneficial, and 
his patients generally agreed with him as to the relief afforded bi 
such measures. In chronic cases the accessory sinuses provide a 
permanent place of lodgment for these and other associated germs 
and the disease is kept up by some foci which the air cannot reach 
and which imperfect drainage does not relieve. In regard to thx 


aftermath found in the trachea and bronchii, he had obtained th 
best results from the use of tracheal injections. He was sorry to 
say that he had gotten himself in bad odor by frequently using 
iodoform. He disliked it himself as much as his patients, but e: 

perience had taught him that used with liquid albolene as a mediu 

it was a very valuable remedy. We must however be very cautious 
in using it, as some patients are subject to very acute phenomena 
from its administration, and it sometimes causes spasms and oedema 
if used in large doses. In old chronic cases, however, where the 
mucosa has become extensively diseased, the best results have been 


obtained in this way. 
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PRESENTATION OF CASES. 


A Case of Leukoplakia Treated by Radium.—l[y \Vo.rr FREv- 
DENTHAL, M.D. 

The patient was a man, 58 years of age, a liquor dealer. He had 
been accustomed to indulge moderately in alchohol and tobacco, 
but had given up both entirely since coming under Dr. Freuden- 
thal’s care. He was married, and his wife and children were all 
healthy. When he was 20 years of age, in Singapore, he had a fall 
on his head. Afterwards he suffered a great deal from headaches 
and “moon” blindness, not being able to see at night. Later he was 
operated upon and felt better and could see all right again. For the 
past ten years or so, he has suffered from his present trouble, and 
has been under treatment by various physicians for five years past. 
The last physician who treated him was a member of the section 
who, after trying everything he could think of, turned him over 
to Dr. Freudenthal to try the effect of radium. 

Dr. Freudenthal said that when first seen by him the patient pre- 
sented an undoubted case of leukoplakia. The diseased area ex- 
tended all over the left cheek and the superior maxilla reaching in 
front almost to the middle line. At that time there was a great 
deal of ulceration which caused so much pain that the man could 
not sleep at night. The question which presented itself at that 
time was whether it was a simple case of leukoplakia or whether 
it was a malignant tumor. A piece was removed for examination 
and the pathologist reported that there was no trace of malignancy. 
As almost everything else had been tried without avail it was decided 
to see what radium would do. At first it was used for three minutes, 
then for six, ten and up to twenty minutes, but mostly fifteen 
minutes at a sitting. The treatment was applied twice a week, com- 
mencing on the 18th of December, 1905. On the 23rd of December 
the patient reported that he felt somewhat easier and during the 
month of January he felt quite easy all the time, had no pain, 
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could go about his business, and slept well. In January an at- 
tempt was made to relieve the ulceration more quickly by using the 
galvano-cautery in a mild form, but this did not help at all. Up 
to the 6th of February, the patient felt quite well when he again 
began to complain of pain, and at one time it was so severe that the 
radium was omitted and high frequency current and actinic rays 
applied. On Februry 13th he felt comfortable again and this con- 
tinued until the 27th when after being treated regularly again there 
was a fresh granulation with superficial ulcerations. On March 2nd 
this was broken down and he had a very large ulcerating surface, 
much larger than at present. He complained of so much pain 
that the radium was again discontinued. On the 22nd he again 
felt easier and the radium treatment was again applied, and on the 
27th he felt quite comfortable. From the beginning of the treatment 
orthoform was used with the radium. It is well known that ortho- 
form relieves pain, but in this case the relief obtained could not 
be attributed solely to the orthoform, because if the patient used the 
orthoform himself at home he did not obtain the relief which he ex- 
perienced when it was used in connection with the radium. The 
radium was screwed on to the end of a probe, and it was found 
much easier to apply it in this way than with the more bulky in- 
struments recommended in France. He said that he did not bring 
the patient to show the section the great results obtained by the 
use of radium, but in such a case we have to look for some remedy 
that will help relieve the pain, and radium had given hm more re- 
lief than anything else that had been tried. At first too much was 
expected of radium and it was thought that it would cure malignant 
growths in a very short time, but when it was found that it did not 
accomplish this it was perhaps too promptly rejected. We do not 
yet know how to apply it and have no means of judging how far 
we should push it, but the future will probably teach us much about 
it that we do not now know. He had brought the patient to the 
meeting hoping that the gentlemen present would express their 
opinions concerning it and make some suggestions as to the further 
treatment. 
DISCUSSION, 

Dr. BEAMAN Douc ass said that he had been very much interest- 
ed in this class of cases on-account of their chronicity and the ten- 
dency of most of them to undergo changes after a number of years. 
In simple cases of leukoplakia, at least in such cases as had come 
under his observation, the lesion is confined to the epithelium. The 
epithelium changes in character and increases in quantity, and be- 
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comes heaped up, but it is kept moist and softened by the fluids 
in the mouth. The white color is undoubtedly due to the disintegra- 
tion of the epithelium by the mouth-fluids. In most cases the deeper 
structures are not involved for a long time, and the spots are apt 
to increase and decrease in size suddenly. Many of these cases 
which increase in one night to three or four times their former size 
are due to the fact that the patient has over-smoked or taken some 
food or liquor which does not agree with him, especially alcohol or 
champagne. He recalled one case where a man naving imbibed 
heavily of champagne one night, appeared the next day with the 
leukoplakia involving the entire side of the mouth. Intestinal in- 
toxication quickens these cases into activity. At first the patient 
suffers no pain; but as time goes on they get worse, the epithelium 
heaps up to a great thickness, and then takes on other changes and 
it becomes no longer simple leukoplakia, but advances slowly to 
epithelioma of a slow type, or it undergoes retrogression as the re- 
sult of syphilitic lesions. His observations had led him to believe 
that when a case had reached such 1 stage as that before them for 
discussion it was no longer leukoplakia, since that disease is con- 
fined to the epithelium. There was very decided ulceration in this 
case and he considered that it had entered into the epitheliomatous 
stage. 

In his experience the treatment of such cases was very unsatisfac- 
tory, and he had come tonight especially to see the result of the 
radium application. He did not, however, feel encouraged to try 
this method from what he had seen. He had tried almost everything 
in the cases under his care, but had come to the conclusion that 
when a case was not helped by iodide or mercury it was apt to drift 
along for a number of years, perhaps throughout the life of the pa- 
tient, or it might undergo a malignant change. Sometimes, it 
disappeared entirely. Of all the remedies which he had tried, the 
electric needle introduced carefully into the thickened tissue had 
given the best results. He used two amperes of current, taking care 
to use the needle so as only to destroy the epithelium. 

Dr. FREUDENTHAL in closing the discussion said that most of 
the cases of leukoplakia which he had been able to follow up un- 
derwent various changes and finally developed into malignancy. 
He recalled one especially which he had followed for ten or twelve 
years, a case of leukoplakia extending from the tongue and finally 
developing into epithelioma. Half of the tongue was removed six 
or seven years ago and the patient is living still and fairly comfort- 
ahle 


He had never seen a case where the growth disappeared en- 
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tirely. Clinically this case offers several symptoms of malignancy, 
of this there was no doubt, and he intended to remove another 
piece of the growth for examination. If, however, it should be 
found microscopically that epithelioma has developed, what else 
could be done to afford the patient relief? Large doses of morphin 
had been tried but did not help at all. Radium had afforded som 
relief, and under the circumstances it seemed best to continue 
with that treatment. He wished very much that others would ex- 
periment further with this remedy. 


Abscess of the Cartilaginous Nasal Septum. Traumatic. De 
formity Corrected by the Subcutaneous Injection of Paraffin. 


By M. D. Leperman, M.D., New York. (Published in full 


in this issue of THe LARYNGOSCOP! , Page 381.) 


DISCUSSION, 


Dr. Hurp said that the thought had occurred to him that if one 
could see such an abscess early enough and would go in and take 
out the cartilage entirely as in a submucous resection, going beyond 
the perichondrial tissue, and then establishing good drainage, much 
trouble could probably be avoided. He intended to try this on the 
next suitable case that presented itself. He had trieu this proce- 
dure on perichondritis of the auricle, with very good results, and 
did not see why it would not apply in nasal cases also. 


Dr. Simpson said that he had seen a case « 


f deformity somewhat 
similar to that presented but that the condition did not always 
depend so much on the abscess as on the degree of injury received 
in the first instance. It is a very common thing to see abscesses of 
the septum following injuries which are quite extensive, but 
which do not necessarily result in a deformity of the nose. 

Dr. HARMON SMITH said that in January he had seen two cases 


similar to that presented by Dr. Lederman occurring in two prize 


fighters and the result of blows upon the nose. One case was 
without incident and treated in the ordinary way. The other was 


unusual in that two distinct and separate cavities existed. One low 
down upon the septum where the pus was confined in a_ division 
of the cartilage; the division probably resulting from the blow. 
The other abscess was high up on the septum, unilateral, and 
extending back upon the vomer. No communication existed be- 
tween the two. 

The lower abscess had been freely opened and drained before ad- 


mission to the clinic; but the patient had continued to run a septic 
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temperature acompanied with chills and sweats, and the physician 
was puzzled as to the reason for this continuance. 

Not until very free evacuation of both cavities was accomplished 
was there any abatement of the symptoms. The case recovered 
slowly and most of the cartilaginous septum was destroyed. This 
was followed by some sagging of the dorsum which can be corrected 
with paraffin injection when the tissues fully recover. 


A Case of Tubercular Ulceration of the Angle of the Mouth and 
Dorsum of Tongue. By Joun Lesnure, M.D. 

The patient was a native of Poland, 51 years of age. Family his- 
tory negative. Personal history also negative up to 18 months ago, 
when he came under the care of the dispensary for pulmonary 
tuberculosis. Three months ago a swelling appeared at the angle of 
the mouth on the right side and then began to break down and ul- 
cerate. Four weeks ago another ulceration appeared on the dor- 
sum of the tongue. Both lesions had abeut the same appearance 
two weeks ago when first seen as they have now. Sections were 
made and submitted to the pathologist, who reported a typical 
tuberculosis. When the ulceration was first seen it resembled a 
beginning epithelioma. The microscope, however, revealed tuber- 
culosis. 


Case of Tumor in the Larynx Presented for Diagnosis. By S. M¢ 
CuLaH, M.D., for L. A. Corrin, M.D. 

The patient was a man 52 years of age, who had presented himself 
that afternoon at the dispensary for treatment. The first symptom 
that he noticed was that in the latter part of January he had some 
cough. Early in February he consulted a physician, who had now 
sent him to the hospital. There was no pain, ulceration or swelling, 
only a tickling feeling in the throat. There was no hoarseness, but 
a little thickness of the voice. There seems to be no glandular in- 
volvement. The hasty examination of the larynx which had been 
made, showed a large lobulated red tumor on the right side. Dr. 
Coffin expected to remove a small piece for examination, but would 
like to have suggestions from the section as to the provavie diagno- 


S1S. 


DISCUSSION. 


Dr. Emit Mayer said that he did not think any one could ex- 
press an opinion of a growth of this kind after a hasty examination. 
It would be necessary first to cocainize the patient and determine 
whether the growth was cystic or not. Dr. Coffin has the proper 
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idea, namely to examine a piece of the tissue and find out whether 
or not it is malignant. There may also be other conditions. It may 
be luetic. The only proper way to arrive at the truth was to ex- 
amine a piece of the tissue taken deep erough to ascertain the true 


nature of the growth. 


Rheumatic Crico-Arytencid “Ankylosis, with Report of a Case. 


sv Henry Perkins Mosecey, M.D. 
A careful search of the literature of laryngology had revealed 
reports of only eleven undoubted cases. A rather complete set of 


references to the literature had been collected. After a short de- 
scription of the disease, Dr. Moseley added a clinical report of one 
case. 

The patient was a man, aged twenty-six years, single, who pre- 
sented an ankylosis of the left crico-arytenoid joint. The onset of 
the condition was unknown and the patient had been under obser- 
vation about nine months with absolutely no change in the con- 
dition. He is subject to mild attacks of laryngitis; but otherwise, 
he has little discomfort. There is a marked rheumatic family and 
personal history. The diagnosis was made because of the absence 


of any known cause of the disease 


DISCUSSION. 
Dr.Newcome told of a case of partial ankylosis of the arytenoid 
vhich had come under his observation. The patient was a married 


woman with three children who had suffered from rheumatism in 





her earlier years and had developed a valvular lesion of the heart. 
| 


lhe specially interesting point was that whenever the weather 
changed her left crico-arytenoid joint would stiffen up, make her 
husky, and cause some pain, just such a condition as ordinary 
rheumatic people suffer from, but no other joint would be affected. 
When dry weather came on all the symptoms would disappear 
and her voice would again be clear. It is unfortunate that we know 
so little about rheumatism, but we know all sorts of indefinite 
pains are ascribed to it. There seems to be no reason why an at- 
tack in the throat should not lead to ankylosis, because while the 
joints are smali in size, yet they have the same anatomical arrange- 
ment as the larger joints and might be expected to suffer the same 
changes. The picture which such a case presents should recall to 
our minds the fact that the motion of the arytenoid cartilage on 
the cricoid is a double one, the latter portion of the movement be- 
ing the approach of the two arytenoid cartilages toward each other, 
and if this latter motion should be lacking we know that there 
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remains a triangular gap between the posterior portions of the 
cords. It is sometimes extremely difficult to rule out the possi- 
bility of some intra-thoracic pressure. The introduction of ski- 
agraphy has cleared up a great many of these doubtful cases, 
but some of these causes of pressure are so small and obscure that 
it is difficult to believe that even skiagraphy can reveal them. He 
was very glad that Dr. Moseley had brought the subject up, and 
thought that all such unusual cases should be reported. 

Dr. Emit MAyeRr said that he did not quite grasp the rheumatic 
connection, in the history of the case presented. If we are to ac- 
cept the dictum that Gout and Rheumatism are separate entities, 
then this case must rather be classed as being gouty in origin, 
hence Dr. Mayer suggested that the treatment be along the lines of 
Gout, potassium iodide and colchicum being apprepriate remedies. 

There is no doubt that there is a condition described as crico- 
arytenoid ankylosis, and yet before we determine that the con- 
dition is practically or undoubtedly due to any particular cau 
we should be quite sure of the connecting links in the case. 

Dr. Simpson said that he felt that Dr. Moseley had carried the 
diagnosis of the case as far as was possible. It was one of the mos: 
difficult conditions of the throat to diagnose, and one should be 
very careful before coming to a positive conclusion. In his opinion 
we should get the best expression of rheumatic involvement of the 
throat during an attack of acute rheumatism, and we all know how 
rarely we get such involvement of the throat during such an attack. 
He questioned whether many of those present had ever seen an 
acute involvement of the larynx during an acute attack of rheuma- 
tism. It seemed to him that if such cases were at all common 
they would be followed by chronic ankylosis, the same as other 
joints in the body. Another interesting point that Dr. Moseley 
had brought out was that the difference between immobility due 
to paralysis and that due to ankylosis, was simply the difference 
between non-inflammatory and inflammatory conditions. 

Dr. FREUDENTHAL said that we sometimes get cases of laryngeal 
involvement during an attack of rheumatism and it should not 
then be difficult to make a diagnosis, but the difficulty arises 
when we have to treat cases that give no history of rheumatism. In 
referring to the published cases, Dr. Moseley had probably over- 
looked the cases which he (Dr. Freudenthal) had published ten or 
twelve years ago. One of these, a girl of 18 or 20, had been treated in 


the clinic through the winter for ankylosis of the crico-arytenoid 
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joint. For a long time he had been unable to make a diagnosis o 
the case. There was no pressure, no tuberculosis, or any thing else. 
The main symptom was the pain which was very marked and pro 
nounced. Finally he discovered that the girl was suffering with 
rheumatism, although she had said nothing about it. Treatment 
in this direction relieved the ankylosis somewhat, though not en- 
tirely. It was undoubiedly a case of rheumatic ankylosis. Another 
case which he had seen during an acute attack was that of a physi- 
cian now living here. In this instance the rheumatism had affect- 
ed the epiglottis which was swollen to such a degree, that it was 
feared tracheotomy would be necessary. However, after giving him 
salicylate of soda in large and frequent doses, the swelling sub 
sided so that he could breathe freely. He had a similar attack 
later, but it was in a much milder degree, 

Dr. DouGLass said that when he had been asked to take part 
in the discussion of this paper it occurred to him that he knew 
very little about it, and upon looking over the literature he found 
that apparently few writers had paid any attention to rheumatic 
inflammation of the crico-arytenoid articulation, although we all 


know that such a condition exists. Personally, he recalled four 
cases of fixation of the crico-arytenoid articulation which in the 
absence of other assignable causes he had designated rheumatic 
He saw no reason why they might not be rheumatic, and yet there 
was really no valid reason why they should be considered such. 
If we review the diseases of childhood we find children suffering 
from rickets which is characterized as an inflammation of the chon- 
dral articulations at the ribs, but we rarely find the larynx in- 
volved in a similar inflammation of the joints in such children. 
When we remember how rarely this affection of the arytenoids 
is seen or reported it seems doubtful whether it can be so readily 
attributed to rheumatism of which one sees so much. In the case 
reported tonight the diagnosis had been obscured by the fact that 
in childhood the patient had suffered from a prolonged attack of 
whooping cough, and from that time was subject to attacks of 
laryngitis. This case might therefore be gouty or it might equally 
well be attributed to the attack of whooping cough, which sometimes 
produces traumatism and fixation of the crico-arytenoid articula- 
tion. 

Dr. MosELey, in closing the discussion, said that the discussion 
had followed just the lines that he had hoped. Dr. Simpson’s 
idea had supported his diagnosis, for the man was supposed to hav« 
a rheumatic tendency, whatever that may mean. There was a dis- 
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tinct attack of gout coincident with an attack in his larynx, and 
his seemed to indicate that it was a rheumatic or gouty condition. 
He used the terms here rather indiscriminately, as the whole 
subject of gout and rheumatism is so indefinite. Replying to Dr. 
ayer’s query, he had mentioned rheumatism among the possible 
causes of the condition. 


The Technic of the Submucous Resection of the Septum.—ly 


Dp see 7. © 7 


SIDNEY YANKAUER, M.D. Published in lull in Tut LARYN 
GOSCOPI , Pag 294, Volume xt ay 


DISCUSSION 


Dr. Fet1x Conn: I take the liberty of opening the discussion 
on this splendid paper of Dr. Yankauer’s because three years ago 
| had the honor of reading a paper before this Section on the “Sub 


mucous Resection of the Septum” and, in connection with the d 
scription of the complete technique of the operation, of presenting 


seven patients upon whom the submucous resection had been per- 


formed, some of the cases having been operated upon in 1893. 
he operation was originally recommended by: Dr. King in 18695. 
\ly first resection was performed in 1888. Shortly after my pub 


a letter 


~ 
- 


lication of the paper in the Medical | 
iat journal, referred to his reports of the operation and thought 
that I should in my bibliography have referred also to the American 
operators who had interested themselves in the operation instead of 


entioning only German authors. I did not include Dr. Freer 





liography because his report dated from 1901 and I had 
referred in my bibliography to the surgeons who had in 
terested themselves in the operation during its early infancy, which 
uded the authors up to the year 1890. This in no wise d 

s from the meritorious and energetic work of Dr. Freer, who 

las certainly done a great deal to introduce the operation in this 
‘ountry and abroad. It happened that only very few, and those 
German laryngologists only, interested themselves in the resection 
up to 1890. There were only Petersen, Hartmann, Krieg and 
Cholewa. Killian who has become identified with the operation 
since interested himself in it at a later date, 1899; so also Boning 
haus and others. The credit of the operation belongs to Krieg, 
and Krieg only; and if it were a question of priority for the intro- 
duction of this operation in this country the priority would really 
belong to Dr. Frederick Lange, formerly of New York, who first 


called my attention to it immediately after Kriee’s publication in 


1886. The great enthusiasm ith which the submucous resection 
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has, however, been received in this country in the last three years 
is most gratifying and it affords me great pleasure to see that 
the hope which | expressed in the concluding remarks of my paper 
that time would show the superiority of the submucous resection 
over all other methods in cases of deflected septa, has been so 
quickly realized. 

The operation, however, should only be recommended for cases 
of curved scoliosis of the septum, cases for which the operation 
was originally intended by Krieg. Cases of extreme angulat 
deviation, for instance, or exostoses of the septum, should be 
operated by other and less elaborate methods at our command—th« 
saw, the trephine, etc. If we confine our operations to suitable 
cases only our results will be uniformly excellent, nor will we for 
most cases require such an elaborate technical study as has been 
recommended tonight. The beauty of the Krieg operation is its 
comparative simplicity, for, although the operaton is tedious at 
times, it is in reality a simple surgical operation. That some of 
the devised instruments are excellent and almost indispensable 
is unquestionable, and | for one should like to call especial attention 
to the “Killian speculum,” the “Ballenger knife,” the forceps of 
Dr. Hurd, Dr. Freer’s raspatories for separating the mucous mer 
brane from the cartilage. The occurrence of perforations in th 
series of cases formerly published usually varied from 14 to 20 per 
cent. This percentage is too high, and there is no doubt that the 
accidental perforations will gradually decrease as the scientifi 
technique becomes more developed and the cases are more suitably 
selected. A number of perforations were caused experimental! 
in varying the methods of separating the mucous membrane. But 
no matter how great the care, perforations in some cases will b 


unavoidable, and especially in atypic deviations complicated 
an atrophic and an adherent mucous membrane on the concave sid 
\t times, the mucous membrane is so altered that it is transformed 
into a fibrous tissue covered by so thin a layer of epithelium that 


perforation must necessaril\ 


ensue in the attempt to remove 

from the adhering cartilage. There are also cases in which to 
relieve a patient we must “make an intentional perforatior 

refer to those cases in which the vomer and septum are complete) 
deviated so that there is in reality only one nostril suitable for 
respiration. If in these cases the annoyance suffered by the patient 
Is sO great as to require removal of the anterior deviation, a per 
foration must be made in order to give the patient the desired 
relief. Although the patient really respires with only one nos 


ril he has the sensation of breathing through the scoliotic side. 











398 SOCIETY PROCEEDINGS. 


In regard to the technique, the best results were obtained with 
a simple curved incision in front of the line of greatest convexity, 
occasionally varying the character of the incision according to 
the exigencies of the case. The recumbent position has also seemed 
the most comfortable for the operator as well ‘as for the patient. 
After the operation the nose was usually tamponed for one or two 
days, and after that the deviation was usually left to take care of 
itself with excellent results, the patient being given a spray to use 
two or three times daily for cleaning the nostrils. 

Dr. Emit Mayer said that he wished to congratulate Dr. Yan- 
kauer on the interesting and valuable paper which he had presented 
and on the clearness with which each step had been demonstrated 
with the assistance of the ingenious model of his own making. 
Dr. Mayer said that he had seen most of the 55 cases to which 
Dr. Yankauer had alluded in his paper and they included almost 
every type of deviation and some very extreme ones, all of which 
had proved to be well suited for this submucous operation. The 
same procedure and technique has been followed by his other as- 
sistants at Mt. Sinai Hospital Dispensary with the same satisfac- 
tory results. In none of these 55 cases had there been any perfor- 
ation. There was no question but that Dr. Cohn was one of the 
pioneers in this method of operation in this country, but it 
might be interesting to some of the members to know that al- 
though Dr. Krieg had presented his first report of such an operation 
in 1886, Dr. E. Fletcher Ingals reported a case before the American 
Laryngological Association in 1882, describing an operation which 
is practically the same thing, so we may have to go to Chicago to 
establish the question of priority. The classification of the devia- 
tions as presented by Dr. Yankauer appealed to him very strongly, 
and he thought that if these suggestions were followed in our de- 
scriptions, we should be better able to understand each other. He 
especially liked the description of the superior, inferior, posterior 
and anterior slopes. 

Regarding posture, he himself preferred that the patient should 
lie down as there was then no strain upon the heart. Dr. Yankauer 
would probably admit that sometimes during the course of oper- 
ation the patient showed the effect of the cocaine and appeared pale 
and was faint. In the recumbent posture this was largely obviated 
and he had never observed that any greater bleeding resulted. It is 
not easy, however, to do the operation in this way without as- 
sistance; but if a thing was worth doing it was worth doing well 
and one should get all the assistance necessary to obtain the best 


results. The operation is practically painless and bloodless. 
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In regard to perforations, he was willing to stand on record as 
saying that nearly every perforation is due to failure of technique 
on the part of the operator, and that if the operation were care- 
fully followed out as described by the speaker this evening there 
would be few if any perforations. 


nal result of these 


Another and very important point was the fi 
operations. Have any of us been able to follow up patients upon 
whom this operation has been performed long enough for them to 
have received severe blows upon the nose and possibly defor- 
mities? Have we learned all about the cases of hematoma or ab 

1 , 


scess that may follow as the result of such efforts for the removal of 


this condition? These considerations must give us pause, and whil 
we have reason to believe that in this method of resection we 
have a very efficient operation and one that has come to stay, 
and while the pioneers in this line of work deserve 
et at the same time, owing to the great advances whi 
nade in recent vears by some of the younger men who have paid 
‘lose attention to these conditions, he hoped that we should ere 
long be able to reach some definite conclusions as to just how far 
we may proceed to advantage along this line of work. 

Dr. Hurp said that Dr. Yankauer’s paper was one of the best 
that he had ever heard or read on this subject and that his anatomical 
description was one of the best that had been given. One of the 
most valuable points which had been brought up was the use of the 
curette in going through the cartilage to get at the mucous mem- 
brane on the other side. That brimgs up the question of perforation. 
In the first 50 cases which he himself had operated upon in this 
way, only one case of perforation occurred, due to the use of a 
crude pair of bone forceps. Such a result should not occur, and 
when it did happen it was the fault of the operator. The curette 
is the secret of not having perforations. Dr. Yankauer had re- 
ferred to the painlessness of the operation. This was undoubtedly 
a very strong argument in its favor. Dr. Yankauer had also spoken 
of punching out the bone with the forceps rather than breaking it 
out, but he himself preferred to break off as large a piece as 
possible at each bite of the forceps. The patient would not object to 
this if reminded of how much more he hears than feels. He always 
operated in the upright position, and seldom experienced any difficul- 
ty with the patients. He had performed this operation 65 times, 
and never had any assistance. He uses a nasal speculum, devised 
by himself, which keeps the membranes apart without need of a re- 


tractor and presents a good field for operation. He uses Killian’s 
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incision running from the floor up to the dorsum. This causes less 
hemorrhage than when the incision is extended on to the floor. By 
this method he could take out all of the deflection through a simple 
incision of one inch. This did not seem to him to be the difficult 
part of the operation. He found most difficulty in getting the 
membrane up along the acute deviation where it was thin. In 
this step he would often tear the convex membrane, but the con- 
cave membrane remained intact and no perforation would result. 
In all of his cases he had never had one in which the cartilage 
alone was involved, but in all of them he had removed some bone, 
and the result was a practically straight septum. Another difficulty 
which he experienced was in the subsequent packing, and he had 
had several cases Of hematoma. He had used all the methods of 
paching suggested by Dr. Yankauer, as well as the Bernay Sponge 
but had not yet found an entirely satisfactory method for this 
step. He would like very much to see some method devised which 
would prevent the very uncomfortable night experience by the pa- 
tient after the operation. He rarely left the packing in after the 
first night. The forceps presented by Dr. Yankauer were very 
similar to those which he himself used. 

Dr. LEDERMAN said that he was very much interested in the 
very valuable paper presented. ‘He thought it very important to 
get as free a space as possible in which to work. By curving the in- 
cision to the outer wall we get more hemorrhage than by carrying 
it only along the anterior border of the deflection, but this can be con- 
trolled by pressure and adrenalin and we obtain more success and 
freedom for manipulation. To him the most difficult feature of the 
operation was going through the septum to elevate the mucous mem- 
brane on the opposite side, and here was where he found the most 
danger of perforation. The curette was certainly the best instru- 
ment for this step and gave the least danger. In three cases that hé 
recalled, the septal deflection was adherent to the outer wall but he 
had been able to leave the adhesion intact until the cartilage 
and bone was removed and then he separated the adhesion from 
the turbinate with a pair of scissors. This complication assisted in 
the technique, as it kept the elevated mucous membrane away 
from the cartilage during the removal of the latter. The pain 
after the operation was a very important feature. The patients 
always complain of a very uncomfortable night, and not being able 
to sleep on account of pain in the face and around the nose. Of 
course, where it is necessary to pack both sides of the nose this 
trouble will necessarily be very great, but if the parts on the side 
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oi the concavity have not been disturbed to any great extent and that 
side need not be packed, the pain is not so intense. The patients do 
suffer a great deal the first 24 hours, and relief in this direction 
will play an important part in future cases. He had heard of a 
suggestion, of inserting the iodoform in a rubber tissue which. does 
not give so much pressure, and the removal of the packing is 
not followed by so much bleeding. Since he had veen following the 
method suggested by Dr. Yankauer of extending the incision to the 
outer wall he had obtained better results than formerly, with less 
difficulty in the technique. Further observations wili permit us 
to judge whether or not we are justified in removing so much tissue 
from the nasal support. 

Dr. A. WIENER said that the writer of the paper had certainly 
demonstrated that this is a most useful and beneficial measure for 
the removal of obstructive conditions due to deviated septums. 
He believed moreover that it would replace many of the former 
operations, such as the removal of the inferior turbinate for an ob- 
structed condition, which was often done most unwillingly and only 
when it seemed unavoidable. In regard to the technique, there were 
a few points he would like to emphasize. First in regard to the in 
cision which Dr. Yankauer makes across the floor of the nose after 
the incision is made along the front of the septum. He himself 
had tried this method often, and found it very useful, allowing as 
it did, the mucous membrane to be retracted and thus furnishing 
sufficient space within the nose when one is trying to remove the 
crest and cartilaginous portion of the septum. He differed with Dr 
Yankauer, however, in the removal of the crest and the separation 
of the periosteum, and preferred to remove a small portion of the 
crest with the chisel, just exposing the edge of the periosteum and 
then by means of a dull separator passed backwards to separate the 
periosteum on both sides. He found no difficulty in proceeding in 
this way. The great difficulty lies in getting the bone away, and he 
had tried various methods of doing this but they had not proved 
satisfactory. Recently he had had a pair of forceps constructed 
by Messrs. Tiemann & Co., which gave very good results. These 
forceps had a strong leverage in the handle and could be passed 
around the crest with great ease, and it required only a very slight 
effort to remove the bony obstruction. 

Dr. FeLttx Coun said he could appease any doubts which might 
be expressed as to the final outcome of the submucous resection 
because having observed his patients for so many years he could 
state there are no evil after-effects nor are there any cases of con- 
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secutive deformities. It is important, however, to guard against 
retractions by leaving, in all cases where possible, a small ridge of 
cartilage parallel to the bridge of the nose. This has been a routine 
method in all his cases, in order to avoid deformities. 

Dr. YANKAUER, in closing the discussion, said that something had 
been said about the patients fainting, but in his experience he found 
that most of the patients fainted before the operation was com- 
menced. He had seen only one case of real cocainism. The difficul- 
ty in separating the cartilage posteriorly is found in those cases 
where there is a sharp bend in the cartilage, and in these cases it 
is advisable to remove the anterior slope first, and then the parts 
behind the bend. If the packing is left in place for 48 hours there 
will be fewer cases of hematoma. The only cases of hematoma he 
had had, occurred when the patients themselves removed the pack- 
ing within 24 hours. 
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Some Points on the Anatemy and Physiology of the Tonsil. 
Joun G. Witson, M.D., Chicago. 


The palatine tonsils are part of a ring of lymph follicles and 
lymphatic vessels which surrounded the pharynx called “Waldeyer’s 
ring.” This ring consists not only of well-defined masses sur- 
rounded by a connective tissue capsule, as seen in the pharyngeal 
tonsil and the faucial tonsil, but also’of more or less irregular 
masses, as in the soft palate, and of continuous lavers as at the 
base of the tongue and round the tube. 

The normal size of the faucial tonsil is difficult to estimate owing 
to the frequency of inflammation in it. A fair average might be, 
length 20mm., breadth 18mm., thickness 13 mm. The tonsil reaches 
its maturity about the fifth year. It is covered by a capsule of 
conective tissue which is, on an average, about 1 mm. thick. In 
enlargement of the tonsils it has been demonstrated that the connec- 
‘tive tissue capsule does not relatively thicken. 

In man, the blood supply comes from the facial, either through 
a tonsillar artery or through the tonsillar branch of the ascending 


palatine. Branches from the lingual go to the pillars of the fauces 


and to the plica triangularis. A branch of the descending palatine 
lies in the soft palate near the supratonsillar fossa. 

The tonsillar artery lies between the internal pterygoid muscle 
and the pharynx in the pterygo-pharyngeal space. This space is 
of irregular conical form and contains loose, fatty alveolar tissue. 
The relation of the external and internal carotid arteries to this 
‘space renders it impossible to injure them in tonsillar operations. 
The semi-fluid fat in this space easily enables the operator to pull 
forward the tonsil so that these arteries are still further removed 
from chances of injury. Hemorrhage most often comes from the 
tonsillar artery, but may also come from branches of the lingual. 

[here is evidence to show that the tonsil cannot be classed as a 
residual organ. 

The physiological function of the tonsil is associated with the 
active processes at the upper end of the alimentary tract, one of 
which may well be to act as a defensive barrier to micro-organisms. 
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The Indications for Surgical Interference in Disease of the Fau- 
cial Tonsils and the Methods of Choice in Operating. An 
Analysis of 480 Cases. By W. E. Casse_perry, M.D., 
Chicago, Ill. (7o be published in full in a subsequent tssue of 
THE LARYNGOSCOPE.) 


Two Cases of Thrombo-Phlebitis of the Lateral and Sigmoid Si- 
nuses. Operation. Recovery. Presented by J. HoLINGER, 
M.D., Chicago, Ill. 


Before these papers were discussed, Dr. J. Holinger asked per- 
mission to present two patients, both of whom had been operated 
upon for thrombo-phlebitis of the lateral and sigmoid sinuses. 

in the first case, a boy of five years, the suppurative process 
progressed downward to the jugular bulb and vein, which were 
opened. The facial nerve was injured as is hardly avoidable in these 
cases. The b ' had three distinct septic embolisms of the lungs 
from the thrombo-phlebitis of the jugular vein and jugular bulb with 
fever, pleuritic exudation and coma. Each time he recovered. 

The second case, also a boy of 12 years, showed the. opposite 
progress of suppuration of the thrombo-phlebitis, that is, back- 
ward in the course of the sinus towards the occiput. 

The cases were so clear, that without any further explanation, 
the members were invited to examine the patients. 


DISCUSSION ON THE Papers OF Drs. WILSON AND CASSELBERRY 

Dr. ARTHUR M. Corwin: The adenoid tissue included between 
the pillars of the fauces, on each side, which we call the faucial 
tonsil, should be in prominence little more than several thicknesses 
of ordinary mucous membrane; normally it should not project as 
a rounded body. When it does, it is abnormal, and the fact that a 
large majority of people are abnormal in this regard is attested 
by the presence in varying degree of more than this almost invisible 
deposit of adenoid tissue. But to say that we should remove all 
tonsils simply because they are visible or even moderately enlarged, 
is an exaggeration. We should no more think of doing that than 
of cutting off every spur or reducing every trivial deflection of 
the nasal septum. 

The indications, as I see them, for an operation on the tonsil by 


one of the many methods in vogue would seem to fall under four 


heads. In the first place, we operate on tonsils by whatever method 
we select, when there is a history of acute inflammation in the case, 
whether the patient be a child or adult; whether the inflammation 
is of the type of the ordinary follicular tonsillitis, which is a grave 
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disease, with its sequel of peritonsillar abscess and dangers of 


systemic invasion, or whether the inflammation takes a more mild 








type, frequent, periodic, or occasional, of what is littl re than a 
catarrhal inflammation, superficial in its cl er hout exudate 
without follicular involvement, and with little enlargement We 
all see many such cases. 

[In all such instances, the indication is plainly to destt | 
seat of disease, the tonsil. 

The second indication for operating upon tonsils would be s 
nechanical obstruction to voice production, as in singers, in students 
yf the voice, in public speakers, and in « rel ( 
stuffy voice, even without inflammatory trouble or adenoids, the 
faucial tonsils simplv being larger or smaller, and mechanically in 
terfering with phonatio1 

The third indication nterferenc s based upon yatient’s 
con plaint of bad breath or disagret able taste r both H ften 
have we had voung ladies come to us with this symptor foul 
breath periodically, or most of the time, chiefiy periodical We 
have inspected carefully the nose, reduced the swelling by cocain 


and adrenalin to facilitate inspection in order to eliminate any pos 
sible localization of decomposing secretion or caries, and to eliminate 
es from the various sinuses. We have 


also the purulent dischar: 


inspected carefully the vault of the pharynx. As we all know, 


there are cases of chronic and persistent accumulations of secretion 
in this region, which come away in a lump, and may be the source 
yf more or less odor. We have inspected the teeth, the alveolar 
processes, and we have explored also the lower respiratory tract, 


to rule out in certain selected cases-the presence of bronchiectasis 
or other bronchial or pulmonary causes of foul breath. We have 
inquired carefully into the digestive tract; we have excluded the 


heavily coated tongue as the seat of odor, whether it be the result 


of digestive trouble, or due to mouth breathing from nasal stenosis 
and we have turned our batteries upon the tonsil, not necessaril 
the large and prominent tonsil, full of follicular openings, but we 


have made the hidden and seemingly insignificant tonsil look us 
squarely in the face, so to speak, as if turning it out of its own bed 
by pressing firmly with the tongue depressor in front of the tonsil 
while the patient gagged; or we have retracted the anterior pillar 
with a blunt hook of aluminum wire. We have in this manner pos- 
sibly in the case of a small tonsil, found no follicular involvement 
In the absence of such cryptic localization, the deep fossa referred to 


in the paper in front of the tonsi! may be at fault, is the seat of 
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decomposing or purulent secretion, and this we find by passing iniv 
it a probe or even the right-angle tip of the atomizer. And under 
the circumstances, these can be best attacked not by the tonsillotome, 
not by cutting instruments, although each operator has his choice 
in these matters, but preferably by the galvano-cautery, rightly 
used. 

Lastly, we operate on tonsils because of the danger of infection 
through them. This is especially so in children, whose adenoid 
tissue is so succulent and vulnerable; but it also applies to medical 
students, doctors, and nurses. And no doctor, nurse or medical 
student should overlook his tonsils as being portals of entry which 
will subject him to unusual danger. As the tonsil becomes older 
and more fibrous, the danger becomes less, but correspondingly 
more from hemorrhage in case of operation. 

With regard to the method of operating, the cautery in later 
years has become more popular with some of us, and is very effective 
when rightly used. The one rule I seek to apply in using the 
cautery is not to burn the pillars or the underlying muscular 
structure surrounding the tonsil. If we do that, we not only cause 
a greater reaction, but greater pain, for every time the burnt muscle 
is stretched, there is immense discomfort. Furthermore, if we burn 
the muscles we will have scar tissue, which will lessen their flexibility 
and invite deformity. And in order to avoid this, I retract the 
anterior pillar with a blunt hook. The tonsil may then be fairly 
enucleated with the cautery or slit up repeatedly from above down- 
ward, and the cul de sac laid wide open. In separating the tonsil 
from the anterior pillar with the cautery in a case of adhesions, it 
is highly satisfactory to leave the sixteenth of an inch of adenoid 
tissue along the inner posterior surface of the anterior pillar, which 
subsequently contracts, but which allows the muscle to go unscathed. 
[ am very fond of the use of the cautery, even in very greatly hyper- 
trophied cases. 

Allow me finally to speak briefly of an operation with which you 
are all more or less familiar, namely, the Ingals operation for the 
removal of the tonsil by the snare. It is an operation that I shouid 
like to dilate on for a considerable time, not because I happen to 
have been reared in the Ingals school of our specialty and my 
foundations were laid there, not because the procedure has some 
man’s name tied to it, but because I have found this operation, when 
compared with many other surgical measures, most satisfactory. 
It fills the bill perfectly in children ; it delivers the goods to the best 
advantage in some adults. The patient is put under chloroform or 
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some other anesthetic, the gag inserted with a light, whether re- 
flected or not; the anterior posterior pillar is separated by a proper 
instrument, and the Ingals tonsil forceps is applicd from above 
downward, and compresses the tonsil between its blades. A cold 
wire snare, number 5 steel piano wire, is then slid over the locked 
iandles of the forceps and the tonsil is cut off, the loop of the snar« 
being contracted by the milled wheel. The child is on its side, with 
head over the table and is shifted from one side to the other, the 
under tonsil being removed with each change of posturs The 
adenoids can be removed at the same sitting. Dr. Freer has added 
to this forceps an additional tooth which has an advantage in a 
small-sized tonsil, in that it will firmly attach itself without slipping 

Dr. WittiaAmM L. BALLENGER: I shall confine my remarks to a 
simple statement of a few facts, not attempting to enter into a 
general discussion of the two very excellent papers. 

[ want to say, that during the past four years it has been my en- 
deavor to remove every tonsil with its capsule intact, though | have 
not been able to do so to my satisfaction until within the last six 
months. During this short period, | have usually removed the 
tonsil with its capsule or investing membrane intact. A microscopic 
examination only can show whether it is actually present or not 

I have here a few tonsils I removed in series. They all have the 
investing membrane intact, or apparently so, except in two instances. 
The two tonsils were not removed by me, but by another surgeon in 
this city. I simply have them to compare with those in which the 
investing capsule is intact. 

I have made many observations on the tonsils I have removed, 
and I have found in nearly every instance that the crypts of the 
tonsil extend to within a millimeter of the depth of the tonsil; hence 
it is apparent, that unless we remove the tonsil with its investing 
membrane, we do not remove the deeper portion of the crypts, where 
the chief seat of trouble lies, especially in the supratonsillar fossa. 
When the tonsillotome is used, this portion of the tonsil usuall) 
escapes and is left to continue the tonsillar disease. 

I will pass the tonsils around, and you will see the appearance of 
the tonsil when removed in its entirety. 

The method of removal is simple. The tonsil is dissected from the 
tonsillar sinus with a small knife. The tonsil during the dissection 
is seized by a pair of vulsellum forceps, one prong in the supra- 
tonsillar space, and the other at the inferior aspect of the tonsil. It 
is then drawn forcibly inward and forward toward the median line, 
pulling it away from the carotid, as shown by Professor Wilson. I 
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did not fully appreciate before the value of such a procedure; I 
knew it enabled me to dissect the tonsil more easily. By thus pulling 
it towards the median line and forward, I pulled it out of its socket 
or sinus. A large part of the center of the tonsil lies underneath 
the anterior pillar, and in the supratonsillar fossa, and by pulling 
towards the median line it comes from its hiding-place, and its 
attachments are easily reached with a knife. It only takes a few 
moments to do the necessary dissection. I have been able, in favor- 
able cases, where the patients did not gag, to remove the tonsil in a 
minute or even less than that time. Ordinarily it takes longer. It 
is not however, a long operation. The operations I have performed 
have been chiefly done under cocaine anesthesia. Latterly, I have 
injected cocaine and adrenalin into the pillars at several points, and 
into the tonsil, and have thus rendered the operation practically a 
bloodless and painless one. I am not sure that this is a safe method. 
I have used it in forty or fifty cases without any untoward results. 
Dr. Moss, of San Antonio, Texas, suggested this method to me. He 
has pursued it for a number of years without a dangerous incident, 
and I have been following it with equally good results for a brief 
time. I am fearful, however, of injecting cocaine into the tissues. 

\nyone who attempts to remove a tonsil in its entirety and suc- 
ceeds in doing so, in my opinion, is on the right road. There is no 
more reason why a tonsillectomy should not be considered a true 
surgical procedure than is an appendectomy. We aural and laryn- 
eal 


surgeons should endeavor to make our operations surgical in 


character Ve should get away from some of the old machine 
methods (the guillotine), and get down to true surgical principles in 
operating, and if we do this we will find that our results will be 
better, and that we will be more respected as surgeons in our line of 
work. 

Dr. CHARLES M. Ropertson: In regard to the difterent methods 
f enucleating the tonsil, I will try to illustrate the one I employ. 
Tonsils should be divided into two classes, the obstructive and the 
diseased, whether it is a long, flat, small or submerged tonsil. The 
submerged is the worst tonsil we have to dea! with. The obstructive 
tonsil appears usually in children earlier than Dr. Wilson stated. 
My experience has taught me that the tonsil appears before the fifth 
year in a great many cases. I have often seen very large glands in 


children only a few months old. In fact, we find cases at five years 
of age with very, very much enlarged faucial glands. This is the 
only kind of tonsil, in my opinion, that indicates the tonsillotome. 
[ do not believe tonsillotomy should be practiced in any other class, 
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and then only for the relief of the obstruction to deglutition and 
respiration. 


As regards the enucleation of the gland, akes practical 
difference how we enucleate it. Cauter issection, dissecting n 


bistoury, the cold snare, are all good operations. My objection to 
the snare is that we have to dissect the gland very loose bef 


can put on the snare, and after we get the gland dissected, it 





to take a snip or two with a pair of shears and get it out without 
the bother of a snare. nce teaches at t 
operation is not always ne, as oft here is s 
hemorrhage following its us¢ The dissection is a little slower 
than it ought to be, except in cases where there is no adhesion, or 


practically none between the pillar and the tonsil itself. 


In using these various operations, it occurred to me that if I 
could devise some way by which I could separate the pi uit 


and introduce scissors to snip out the gland, I would hav 





operation. So I have worked on that plan, and desire to sh 


the instruments I use. Many of you are familiar with these instru 


ments. The first instrument is a curved double-edged bistour 
curved on a radius of one centimeter, sharp on both sides, blunt at 
the end. This is introduced over the tonsil, and just b d the an 


terior pillar. Where there are no marked adhesions between th 
gland and pillar, you can tear loose the tonsil from the ant 
pillar. In cases in which:there are adhesions, wl . 
tear it loose with this bistoury, I have taken a pair of sh¢ 
work on the principle of an alligator forceps ; th 


One blade is applied over the tonsil and behind th pillar. | 
crowd it down behind the anterior pillar, taking great care not t 
get into the tonsil itself. If one is not careful, he will leave that 
seventeenth of an inch of the tonsil that Dr. Corwin was talking 
about. After you separate the tonsil, its fellow is separated cA 
manner. In separating the pillars, if you use a general anesthet 

and there is hemorrhage, you can wait until the hemorrhage stops 
This separating can be done in the first stage of anesthesia. I have 
used chloroform, never ether, because ether anesthesia takes too 
long, and my patient is more apt to vomit after it, thereby producing 


more liability of tearing away the clot and causing more hemorrhage 
\fter the tonsil is separated from the anterior pillar (I pay no atten- 
tion to the posterior pillar), I try to separate it above from the soft 
palate. If I do not do this, I have trouble in dragging the tonsil 
down and in. 











410 SOCIETY PROCEEDINGS. 


I have modified the Pynchon grasping forceps. This forceps is 
just as strong with claw teeth in the form of a double tenaculum. 
lt is locked by a spring lock, so that if the patient should jump or 
move, or the tonsil is soft and flabby, as it often is, the forceps cannot 
be pulled off. When | get hold of the tonsil with this instrument, 
| know I have got it for keeps. If 1 lay down my instrument to 


get something else, if there is considerable hemorrhage, | know I 
have got the tonsil on my forceps any time I want it. I have made 
this instrument in the shape of a double tenaculum, because I have 
found all other forceps were liable to pull off, and the tonsil would 
drop down over the larynx, sometimes choking the patient before 
it could be removed. In grasping the tonsil I take particular pains 
to get the top of the gland and very well down near the base. | 
think the results of this operation depend very largely upon how 
we get hold of the gland. That is the trick or important part of the 
operation. After I have grasped the tonsil and pulled it well in and 
down, I fit a pair of shears over it like this (indicating). These are 
double-pointed shears, and made so that they fit in between the 
anterior and posterior pillars. You can open the blades wide apart 
with the least possible motion of the handles. In fitting the tonsil 
into the shears I make a slight motion with the shears, so that I get 
the tonsil out into the shears, delivering it by pulling on the forceps 
and pressing with the shears. Where the gland is high up into the 
soft tissues, you can often deliver it into the shears like an onion, 
and then peel it out instead of cutting it out. 

One of the speakers said that in the punch operation for the re- 
moval of a small tonsil there was serious hemorrhage in some cases. 
We realize that in a small cicatricial stump we have cicatricial or 
fibrous tissue. Where we take out a small amount of fibrous tissue, 
the vessels in that fibrous tissue are held open like a stove-pipe, be- 
cause they cannot retract the fibrous tissue holding them open, and 
we therefore have hemorrhage. With the tonsillotome we will have 
more hemorrhage than if we cut the tonsil out completely. In some 
cases I have found little arteries spurting blood clear across the 
pharynx. In these cases I grasp the tissue surrounding the vessel, 
cut it out, so as to get into the areolar tissue beyond the gland. 
Then the vessel has a chance to retract and bleeding stops. 

In regard to the anesthetic, chloroform is dangerous in these cases 
because they are all of a lymphatic disposition, and now that we have 
a new anesthetic in the shape of chloride of ethyl gas, which is very 
convenient to use, we can give it with safety, and do our work 


quickly. We can give give it continuously. Chloride of ethyl gas 
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is put up in metal tubes, with screw-top; you can introduce it 
through the nose. Of course, where there are large obstructive 
tonsils and adenoids, you first have to introduce it through the 
mouth, and after through the nose. 

As my time for discussion has expired, | shall be pleased to show 
my method of ethyl anesthesia at a later time. 

Dr. A. H. ANDREWs: I want to protest against the inference that 
tonsillectomy is a simple, easy operation. Tonsillotomy. is compara- 
tively easy, but tonsillectomy is neither easy nor simple. 


he older methods 


Furthermore, I want to speak against one of tl 
of dealing with tonsils, namely, that of putting the cautery electrode 
in the crypts and then cutting out. I have enucleated a number of 
tonsils that have been treated in this way, and have found incar- 
cerated cheesy material on the interior of the tonsil which could not 
get out and which was causing trouble. 

Dr. JosepH C. Beck: I was very much interested in Dr. Cas- 
selberry’s paper, for the particular reason that he alluded to tu- 
berculosis, and recently in reading an article by Dr. Groeber, I find 
that he has advanced a new idea with regard to tubercular infecti 
from the tonsil to the apex of the lungs directly without going 
through the circulation or the bronchial route. That is certainl 
an important point, so far as the pathology of the tonsil is concerned 
Wilemintzky, who has followed Groeber’s work, in experimenting 
by injecting colored material into the tonsil and above the tonsil in 
animals (dogs), found colored particles along the lymphatics, in th« 
lymphatic glands, and down to the apex of the lung into the lung 1 
self, showing us that we may have tubercular infection of the lungs 
from the tonsil as a very frequent cause. If that occurs in animals 
and in some post-mortem examinations that have been made in fol 
lowing tubercular infection in the lymphatics, to the apex of the lung, 
it proves that the tonsil is an atrium of tubercular infection. 

Rheumatic conditions have been alluded to, but it is most in 
teresting to hear the statistics of many, particularly those of Pri 
bram, who has found, in eighty per cent of his cases, angina and in- 
fection of the tonsil, showing how frequently the tonsil is involved 
in cases of acute articular rheumatism. 

As far as the treatment of the tonsil is concerned, I have practiced 
as nearly as possible tonsillectomy. I am pleased with the Robertson 
scissors and cold snare in adult cases. I use a tonsillotome in children 
without an anesthetic usually, with an assistant holding the child. 
In adults I have also used a different instrument, that. is, a heavy ring 
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instrument, an ecraseur on the order of a tonsillotome-snare, as 
devised by Ballenger.. It works beautifully, and the tonsil Dr. Bal- 
lenger showed you was removed with that instrument. 

Dr. Epwin Pyncuon: There has been considerable said about 
the undesirability of removing tonsils in many cases. I will say, 
that I have been removing them for a good many years, and I ac- 
knowledge, at the present time I operate and remove tonsils which in 
former years I should not have removed, but I do not recall a case 
wherein I removed a tonsil without getting beneficial results. I have 
used the various methods that the different speakers have mentioned. 
I have used the shears.. I have been experimenting with shears 
sufficiently to get up some original shears different from those of 
Dr. Robertson or any others I have seen. 

No method of operating with any of these cutting instruments is 
bloodless. We get more or less hemorrhage which obscures the 
field of vision and increases the difficulty in operating to a consid- 
erable degree 

The method of cautery dissection has been touched on by two or 
three of the speakers, some of whom do not like it. They cannot 
be expected to like a thing unless they have practiced it. It is the 
only operation whereby the tonsil can be removed bloodlessiy. | 
cannot always do it bloodlessly. That I acknowledge. I have, 
however, on several occasions removed a tonsil by cautery dis- 
section without the loss of one drop of blood from the wound. 


Therefore, | am bound to like the operation because, as | am working 
| 


na bloodless field, I can more thoroughly remove the tonsil than 


if the field is obscured by hemorrhage. 

Dr. CLARK W. Hawtey: I rise with a good deal of hesitation to 
say anything on these papers because I am an oculist rather than a 
nose or throat man. I want to call your attention to.a new an- 
esthetic, somnoform. I believe if you will try it vou will like it. |] 
have tried it, and it is the most satisfactory anesthetic I have evet 
used. You can control the patient until you are through with your 
vork. One of my recent patients was a little child with large polyps 
in one ear extending clear to the meatus. Some very large tonsils 
and adenoids had to be removed; I removed them all under som- 
noform in a most successful manner. 

Dr. J. FRANK McKINLeEy: I want to say a word or two with 
reference to tonsillotomy. I would mention cautery dissection sim 
ply to condemn it from what I have seen of it. I have seen it re 


sorted to several times. As to the instruments, I have used nearl\ 


all of them that are on the market, and recently have come to use 
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a forceps and bistoury. I believe that a tonsil can be removed to 
the extent of there being only the sixteenth part of an inch left. 


This I do not hesitate to leave. In removing large fibrous tonsils, 


RE 4 ; ; 
if | am likely to encounter hemorrhage, my practice is to swab the 


surface with sixty grains of nitrate of silver to the ounce, by means 
of which I usually control the hemorrhage. I have only had on 
case of hemorrhage in all the operations I have done. With sixty 
grains of nitrate of silver to the ounce, swabbing the cut surface, | 
have had no bad results; the hemorrhage has been controlled. The 


instruments I use are a blunt-pointed bistoury and Casselberry 


forceps. 

Dr. Wittiam E. CasseLsBerry (closing): I wish, first, on be- 
half of the laryngologists of this city, to thank Professor Wilson 
for his very beautiful anatomical preparations which show exactly) 
the arterial supply of the tonsils and the frequent penetration of ton- 
sil tissue into capsule and muscle, phases upon which we have all 
desired explicit information, such as he has furnished us. I sincerely 
hope we shall have the plates incorporated in our published proceed- 
ings for future reference. 

With regard to hemorrhage from the wounding of the pharyngeal 
artery, I am sure he 


lid not mean to say that the frequent hemor- 
rhages which give operators so much trouble were from that artery. 
I am certain that in none of the cases of hemorrhage which I re- 
ferred to was the ascending pharyngeal artery cut. Unless it oc- 
cupies an anomalous situation, it is too far posterior to be cut except 


by accident, or by a reckless operator. The tonsil 





especially those from the ascending palatine from the facial and 
their muscular twigs are large enough to bleed copiously in certain 
subjects. Why they do it in one subject and not in another, we do 
not know. But a similar disparity is common to other parts of the 


body. 


I did not refer to mechanical obstruction as an indication for 
operating, because whilst I grant that it is one of the indications with 
respect to the faucial tonsil, still it belongs especially to the subject 
of adenoid growths and I wished to avoid that subject in this paper. 

With respect to treatment by ignipuncture or galvano-cautery 
puncture, it is, in my opinion, a valuable means, and yet I believe, 
where it is expedient so to do, it is better to remove the tonsil or 
at least that part of the tonsil that is forming the concretions, for 
the reason that after ignipuncture cicatricial contraction of the 
orifices occurs and concretions again are formed. 
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With respect to the different instruments exhibited, any instru- 
ment in the hands of a surgeon who is skilled in its use can be em- 
ployed. Hence the question of the particular instrument is not one 
of importance except with respect to minimizing the danger of 
hemorrhage. 

The choice between anesthetics carries more weight. I again sug- 
gest, unless one is inclined to run more risk than is necessary, to 
avoid chloroform in these cases. I suggest this for the credit of the 
operation, and for the credit of the profession, for if you will con- 
sult the literature of anesthetic deaths which have taken place from 
this operation,, you will find they were chloroform cases. 

Tonsillar hypertrophy is one manifestation of the habitus lym- 
phaticus in which chloroform is known to be dangerous. Ether is 
the preferable anesthetic; it is a feasible anesthetic, and it is, I 
believe, the safest anesthetic for these cases. 


Some Points in the Anatomy of the Temporal Bone to be Con- 
sidered in Connection with Mastoiditis following Acute Sup- 
purative Otitis Media. By J. Ho_incer, M.D., Chicago, Ill. 


Indications for Operative Interference in Cases of Mastoiditis 
Associated with Acute Suppurative Otitis Media. By T. M. 
Harpiez, M.D., Chicago, Ill. (70 be published in full in a 
subsequent issue of THE LARYNGOSCOPE.) 


DISCUSSION. 


Dr. JosepH C. Beck: With regard to perforation in cases of 
acute otitis media, with mastoid complications, there is one kind of 
perforation that I wish to speak of particularly, and that is the pro- 
jection of the swollen mucous membrane through a small perforation 
situated high up. In many cases of this type there were grave com- 
plications or marked destruction of the mastoid without external 
martifestations. I believe those are the observations of most men 
who see these cases. 

In regard to the diagnostic point of auscultation of the mastoid 
antrum, by the Andrews method, I have been sadly disappointed 
with it, and have found the opposite to be true. I cannot go by that 
symptom. One case in particular Dr. Andrews saw with me, which 
at the operating table showed the opposite condition. Other men 
have told me that this test has been very useful. 

Dr. HoLinGcer (closing): The great variety in the anatomy of 
the temporal bone is partly dependent upon the general form of 
the skull. Long skulls have usually pneumatic mastoid processes, 


while in round skulls all parts are more (so to speak) crowded 
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together. Among white as well as colored men there are tribes or 
races who have mostly round, others mostly long skulls. As a race 
of people with exclusively brachycephalic, i.e., round heads, I find 
that the Polish have very pronounced round heads, and my ex- 
perience with them has been such that I should like to caution any 
of you who may have to operate upon the mastoid processes of these 
people. 

Some time ago I spoke to Professor Kuemmell, in Breslau, about 
this question, and he was very pronounced in his ideas, because he 
has had a great deal of experience. Professor Hartmann, of Berlin 
ridiculed him. I agreed with Professor Hartmann that I did not 
believe there was such a pronounced difference. Since then I have 
had repeated experiences. I found the lateral and sigmoid sinuses less 
than a millimeter to the rear of the external meatus, and the dura 
of the temporal lobe less than a millimeter in front of the middle 
ear and top of the external meatus. I think this suggestion may be 
of value to some of you. 

Dr. HArpie (closing): I expected to be attacked because of my 
radical views. It has been customary in the past to wait and wait 
until something happened in these cases of mastoiditis. While I 
believe it is possible sometimes to operate too early, I think it is 


better to operate too early than to wait a little too long. 
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